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The Relationship of Dietary Fat to 
Atherosclerotic Disease 


HARRY BALCH, M.D., STANFORD SPLITTER, M.D., 
PAUL FLYNN, M.D., and LAURANCE W. KINSELL, M.D., Oakland 


NO MORE CONTROVERSIAL medical question exists 
than that of the relationship of diet to atherosclero- 
sis in general, and to coronary atherosclerosis in 
particular. The following points of view exist: 


1. In humans, diet bears no relationship to coro- 
nary atherosclerosis. 


2. Dietary factors are the only factors of any 
importance in ihe. etiology of coronary athero- 
sclerosis in humans. 


3. Dietary factors, in conjunction with heredi- 
tary factors and other environmental entities play 
an important role in the etiology of human athero- 
sclerosis. 


4. Fats are fats and all of-them are bad, and 
therefore, insofar as possible, should be eliminated 
from the diet if one wishes to keep his coronary 
arteries in good condition. 


5. There are major differences in dietary fats, 
with respect to the pathogenesis of coronary athero- 
sclerosis: Specifically, saturated fats are on the 
wrong side of the ledger, and the polyunsaturated 
fats are on the right side of the ledger. (Of the in- 
vestigators who subscribe to this concept, there are 
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e Atherosclerosis is the Number One public 
health problem. Many factors have been impli- 
cated in the pathogenesis of this disease. Prom- 
inent among these factors is the amount and 
kind of fat in the diet. The evidence now ap- 
pears to be conclusive that sufficient quantities 
of polyunsaturated fat in the diet, with propor- 
tional decrease in saturated fat, will result in 
major decrease in blood lipid. Some evidence 
indicates that such blood lipid lowering pro- 
duces a desirable effect upon existing athero- 
sclerosis. Much additional time and work will be 
required to clarify the prophylactic and thera- 
peutic value of this type of dietary approach. 


those who particularly emphasize the inclusion of 
the polyunsaturated fats, and those who particu- 
larly emphasize the elimination of saturated fats.) 


6. A variety of other dietary factors have been 
included in a plus-or-minus classification. 


7. With almost no exception, there is agreement 
that a diet which results in obesity very significantly 
increases the tendency to coronary heart disease. 
This is perhaps the only area in which full agree- 
ment exists. 


One of the major factors that has retarded resolu- 
tion of the divergent points of view noted above is 
the existence of pronounced species differences. The 
same diet administered to a rat and to a mouse can 
produce very different blood lipid levels and dif- 
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ferent patterns of deposition of lipid in various loca- 
tions. Even greater differences exist between rabbits 
and rats. Who is to say which of these species will 
yield information which is applicable to humans? 

If, then, the problem fundamentally is one which 
has to be solved by human investigation, how does 
one go about obtaining such a solution? Obviously, 
it is impossible to obtain serial biopsy of specimens 
of blood vessels in a human subject. Almost the 
same statement applies to the setting up of a highly 
acceptable controlled study in which perhaps 1,000 
subjects would be given a diet which is regarded as 
being highly undesirable, and another 1,000 sub- 
jects a diet which is regarded as having high “anti- 
coronary” value. Probably the closest approach to 
such a study is to follow one group which by choice 
consumes a diet that the investigator regards as be- 
ing somewhat undesirable, and a second group com- 
posed of “motivated persons” who by one means or 
another can be persuaded to follow a diet which he 
regards as being in a favorable category. This will 
receive further consideration (see below). 


If one accepts the concept that the definitive study 
is yet to be done, the obvious question arises: How 
well grounded are any of the preceding conclusions 
in this field? The answer appears to be: They are 
grounded upon divergent animal observations which 
may bear no relationship whatever to the human 
problem, and/or upon human observations, all of 
which are more or less fallible. 


All human studies which have any possible mean- 
ing rest upon one basic assumption, namely, that in 
humans the level of certain blood lipids bears a 
definite relationship to blood vessel disease. There 
is now general acceptance of the statement that of 
the various blood lipid entities which have been 
studied, the plasma cholesterol is at least as mean- 
ingful as any of the lipo-proteins that are more 
difficult to measure, possibly more meaningful. On 
the basis of many studies there appears to be no 
question that the plasma cholesterol tends to in- 
crease with the age of the subject and that the 
plasma cholesterol level, statistically, is higher in 
groups with known atherosclerosis than in groups 
of persons with no detectable atherosclerosis, Un- 
fortunately, there are so many individual exceptions 
to these statements that the cholesterol level as a 
dependable index in a given individual leaves much 
to be desired. 


Admitting all the above shortcomings, the point 
of view of most careful workers in the field at pres- 
ent is that, other things being equal, if by dietary or 
other means one is able to achieve a low level of 
plasma cholesterol, this is desirable as compared 
with a relatively or absolutely high level of plasma 
cholesterol. Accepting this point of view for the 
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present, are there dietary measures which predic- 
tably will produce and maintain a relatively or abso- 
lutely normal level of blood cholesterol. If so, what 
is the upper limit of normal? 

Taking the last question first, if one uses the 
Sperry-Schoenheimer method, or one of its modifi- 
cations, for determination of plasma cholesterol, it 
is the opinion of the authors that any cholesterol 
level above 220 mg. per cubic centimeter is to be 
regarded as undesirable, and, if possible, a level of 
less than 180 mg. is to be achieved. This statement 
is based upon multiple observations in young nor- 
mal adults and in older persons with no evidence of 
vascular disease. Can this be brought about by any 
reasonable means? The answer appears to be in the 
affirmative. The principles involved appear to be as 
follows: 


1. Avoidance of obesity, and the use of appro- 
priate weight reduction procedures if obesity exists. 


2. The inclusion in the diet of adequate amounts 
of polyunsaturated fats. 


3. The avoidance of excessive amounts of satu- 
rated fats in the diet. 


4. The use of a diet which is nutritionally sound 
in other respects, with reference to adequate quality 
and quantity of protein and inclusion of essential 
vitamins and minerals. 


NORMAL CONTROL 
10/4/55 — 12/23/55 


GB SOY OIL 
@ COCONUT OIL 


PP 36 10000 0c 0 Gee aa 8 804 
LdéédddecLLAAAELLE 
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© 5 10 & 20 B 30 % 40 4% SO 55 60 65 70 75 80 8 
DAYS 


Chart 1.—Plasma cholesterol decreased when 50 per 
cent of the predominantly saturated fat was replaced by 
an equal quantity of predominantly polyunsaturated fat. 
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Chart 2.—Effects of a mixed diet containing large 
amounts of polyunsaturated fat in an elderly male dia- 
betic with extensive vascular disease. Inclusion of fish 
and fowl is tolerated (Group II diet). Inclusion of meat 
and eggs in moderate amounts (Group III diet) resulted 
in prompt elevation of serum lipids. Safflower milk is 
“Saflac,” made by Carnation Co.—a preparation in which 
butter fat has been replaced by safflower oil (75 per cent 
linoleic acid). Group I, II and III diets are described 
elsewhere.? 


AGE -42 1/28/57 - 4/29/57 


Chart 3.—Substitution of polyunsaturated fat for car- 
bohydrate produces a fall in plasma cholesterol. 


5. Adherence to a common-sense program, which 
includes adequate exercise, avoidance of excessive 
anxiety, avoidance of excessive use of tobacco and 
alcohol and avoidance of excessive fatigue. These 
nondietary factors will not be commented upon 
further, since this paper is concerned with diet. 


What constitutes an adequate amount of poly- 
unsaturated fat and an excessive amount of satu- 
rated fat? A single one-sentence answer to this pair 
of questions is not possible. In a middle-aged person 
with no evidence of atherosclerotic involvement, a 
ratio of 50 per cent predominantly unsaturated fat 
and 50 per cent predominantly saturated fat appears 
to be compatible with normal levels of plasma choles- 
terol (see Chart 1). In young normal persons the 
amount of polyunsaturated fat in relation to satu- 
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rated fat may be very much less than this. In such 
persons, ten to twenty grams daily of linoleic acid 
may be sufficient to “balance” a relatively large 
quantity of saturated fats.1 


In a person with clinically obvious atherosclero- 
sis, it may be necessary to completely eliminate sat- 
urated fat from the diet for several months and to 
include in the diet very large quantities of polyun- 
saturated fats. When the desired level of blood cho- 
lesterol has been achieved and maintained for a 
period of perhaps two months, the diet may then 
be liberalized. Observations in a patient in which 
this was done are shown in Chart 2. Descriptions 
of “therapeutic and prophylactic essential fatty acid 
diets” are published elsewhere.? In the construction 
of diets it is to be kept in mind that the use of exces- 
sive amounts of concentrated carbohydrate may pro- 
duce significant elevation of cholesterol as com- 
pared with a diet in which polyunsaturated fat 
is substituted for a portion of this carbohydrate 
(Chart 3). 


What about acceptability of such diets? The an- 
swer to this appears to be that any diet which calls 
for a significant change in one’s eating habits is, 
psychologically speaking, for a time relatively un- 
acceptable. The dietary problem in the case of pa- 
tients with resistant hypercholesterolemia appears 
to be essentially of the same type that one faces in 


dealing with a diabetic patient. Proper education 


and cooperation are the only answers. The problem 
is not one that can be solved by instructing a pa- 
tient to add a tablespoon or two of unsaturated fat 
daily to his present diet. 


What is the evidence that a diet which will achieve 
normal cholesterolemia will exert either a protec- 
tive or a therapeutic effect insofar as the atheroscle- 
rotic process is concerned in man? 


Here the answers are much less absolute than in 
the case of the blood lipids. In terms of our own 
experience, it is only possible to say that in a 
relatively small group of patients with partially 
occlusive peripheral atherosclerosis, either arrest 
of progression or actual improvement, as evidenced 
by functional capacity, has been observed. Several 
years must elapse before meaningful conclusions 
can be drawn. 

Coincidental with this, work is under way de- 
signed to carry out a statistically adequate study of 
a group of men between the ages of 45 and 55 who 
do not have clinically obvious atherosclerosis at 
the time of admission to the study. These persons 
will be divided into four groups with respect to diet. 


Group A will consume a low fat diet. 


Group B will consume a low fat diet supple- 
mented with relatively small amounts of unsatu- 
rated fat. 
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Group C will consume a relatively high fat diet 
with a preponderance of animal fat—essentially an 
average American diet. 


Group D will consume a relatively high fat diet 
with preponderance of unsaturated fat. 


Determination of blood lipids will be done peri- 
odically throughout a ten-year year. Repeated clini- 
cal evaluation will detect the occurrence of coronary 
heart disease or other manifestations of atheroscler- 


osis. It is believed that this study will supply some 
of the answers that are so vitally needed. 
' aosmee for Metabolic Research, 2701 Fourteenth Avenue, Oak- 
ani ° 
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The Possible Relationship of Occupational Stress 
To Clinical Coronary Heart Disease 


RAY H. ROSENMAN, M.D., and MEYER FRIEDMAN, M.D., San Francisco 


IN THE PAST DECADE more and more attention has 
been given to the role of dietary lipids in the patho- 
genesis of coronary heart disease. On the other 
hand, there is an increasing recent body of evi- 
dence1*19,34,35,40,41,59,60 neoating both the solitary 
and the supreme role of dietary fats in the pathogen- 
sis of clinical coronary disease. Even in countries 
with habitual high fat intake only one out of four 
or five men with a comparable environment develops 
clinical coronary disease. 


Habitual lack of physical exercise also has been 
proposed as an important causal factor, a belief 
ostensibly supported by the findings of Morris and 
associates”® that in the conductors of double deck 
buses in London, who get exercise, there is a lower 
incidence of clinical coronary disease than among 
the bus drivers who are sedentary. However, the 
validity of their conclusions is open to some ques- 
tion when their data are critically examined. This 
was done when it was learned that both the driver 
and the conductor of the downtown London buses 
are constantly exposed to a severe form of occupa- 
tional stress that is largely absent in the suburban 
bus personnel. When their data were recalculated 
(as was done in Table 1) it was noted that the total 
incidence of clinical coronary disease was indeed 
greater in the bus drivers than in the conductors. 
However, it was also noted that the incidence of 
angina and infarction and the total incidence of 
clinical disease were each greater in the downtown 
bus drivers than in suburban drivers and were 
similarly greater in the downtown conductors than 
in the suburban conductors. Indeed, there was a 
higher total incidence of coronary disease in down- 
town conductors than in suburban drivers. Hence it 
would appear that the differences observed by 
Morris and associates cannot be accounted for sim- 
ply on the basis of differences in occupational ex- 
ercise patterns. 


A second factor of possible fundamental import- 
ance in the causation of clinical coronary heart 
disease is that of occupational stress. Western man 
has been progressively immersed in a chronically 
stressful environment that is increasingly character- 

Part of a Panel Discussion on the California Epidemiological Studies 
of eae oe Disease presented before the Section on Public 
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e Perhaps because of difficulties inherent in 
quantitation and evaluation, the possible influ- 
ence of differences in personality factors and of 
socio-economic stresses has largely been ignored 
in epidemiological studies of coronary artery 
disease. This relationship is explored and it is 
shown that the major factors contributing to the 
development of coronary disease, including in- 
timal damage, elevated plasma lipid content, 
altered hemodynamics and accelerated blood 
clotting, are each affected by certain types of 
such stresses. On the basis of the considerable 
clinical and experimental evidence cited, it is 
suggested that the increasing occupational stress 
unique to industrialized society plays a dominant 
role in the high incidence of clinical coronary 
heart disease. 


ized, among many attributes, by mechanized speed 
and competitive haste, ambitious striving, multiple 
daily work deadlines imparting a constant sense of 
temporal urgency, by the inadequacy of frequently 
deceptive goals and by increasing economic debt 
and frustration, leading to extreme and long con- 
tinued physical and mental effort. It seems almost 
incredible that some observers have confused these 
general forms of socio-economic stress, unique to 


Western societies, with superficial anxiety, fear, 


worry or other neurotic or even psychotic states, 
and that as a result some investigators have rejected 
occupational stress as a possible pathogenetic factor 
in clinical coronary disease. To support this rejec- 
tion they point out that the incidence of this kind 
of stress just as prevalent in psychotics, in primitive 
races with “tabus and terrifying witchcraft,” in sui- 
cide-prone groups*® and in starving coolies**5— 
groups in which the incidence of coronary artery 
disease is low. They also cite that a temporary re- 
duction in mortality rate from coronary disease is 
found in war-besieged nations.*5-4® Stewart*® suc- 
cintly differentiated the unique socio-economic 
stress of Western man from the stress of flood, 
famine and pestilence by pointing out that the 
latter are emotionally accepted since they are outside 
the individual’s control and since in all forms of 
group emotional stress, such as war, the individual’s 
stress is either submerged or lost. 

The proposal that the occupational and other 
socio-economic stress of certain classes of Western 
man may be a major factor in his relatively high 
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TABLE 1.—Analysis of Data of Morris and Co-Workers® on Incidence of Clinical Coronary Disease in Drivers and 
in Conductors of London Buses 


Type of 
Transport Personnel 


Location of 
Transport Personnel 


All transport drivers 
All transport conductors, 


Only drivers Downtown (central) 


Suburban (trams) 


incidence of clinical coronary disease is not without 
documentation. In previous reviews of available 
epidemiological data!*1® we have emphasized that 
if the absence of socio-economic stress as found in 
industrialized societies is used as a standard of com- 
parison, a better correlation can be obtained between 
it and the decreased incidence of clinical coronary 
disease than between a low fat dietary intake and 
coronary disease. Brock and _ Bronte-Stewart®® 
pointed out in their studies in Capetown that, if job 
responsibility were used as an index, as good a 
correlation could be found between it and a higher 
incidence of myocardial infarction as was found 
with the dietary fat intake. In England a consider- 
ably greater incidence of myocardial infarction has 
repeatedly been noted among professional, executive 
and skilled labor groups compared with those of 
less skilled or unskilled occupations'*-2%39.42,49.60 Jy, 
the study of Gertler and White?° as well as that of 
Yater and associates,°® although no difference was 
‘found between the dietary habits of young patients 
with coronary artery disease and those of the con- 
trols, considerable difference was found in the type 
of civil positions held by the two groups, the young 
patients with heart disease almost always having 
occupied positions of responsibility and frequently 
associated with occupational stress. The relatively 
higher incidence of myocardial infarction in those 
engaged in managerial, executive and professional 
occupations compared with those in less skilled and 
unskilled occupations is further well documented.* 
The pronounced geographic variation in incidence 
of mortality from coronary disease in this country 
may also be due to differences in occupational 
stress,*® considerably higher mortality rates being 
found in the densely populated areas and in urban 
areas than in rural areas,’*:*1:45 these differences 
being similar for both sexes.'® 

Osler described the typical patient with coronary 
artery disease as a “keen and ambitous man, the 
indicator of whose engines is always set at ‘Full 
speed ahead.’ ” Dunbar’* and Arlow? both concluded 


*7, 24, 36, 38, 42, 46. 
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Incidence of Coronary Disease (No. per 1,000 Man-Years) 
Angina Pectoris Myocardial Infarction Total Incidence 


2.28 2.60 
0.99 1.62 


2.56 2.98 
1.61 1.72 


1.23 2.0 
0.48 0.8 


1.23 2.0 
1.61 1.72 


that a clear-cut personality pattern can be detected 
in many persons with coronary artery disease, char- 
acterized by, among other things, habitual over- 
drive and compulsive drive to success by means of 
hard work and self-discipline. It is of interest that 
in a recent study*! of 100 patients with myocardial 
infarction that occurred before age 40, most were 
either holding down two jobs or working more than 
60 hours a week at one job, the subjects almost 
without exception being aggressive, ambitious per- 
sons working beyond their normal capacity. Of 
further interest in this regard is the fact that among 
English physicians a sharp rise of myocardial in- 
farction since 1946 has occurred only among the 
general practitioner group*® suddenly compelled by 
the then new system of medical practice to treat a 
remarkable number of patients in the course of their 
daily activity. 

If chronic exposure to those forms of socio- 
economic stress unique to industrialized societies is 
a major pathogenetic factor in the increasing inci- 
dence of clinical coronary disease in industrialized 
populations, several possible mechanisms might be 
operative, alone or synergistically. First, the effects 
of emotional stress on cardiovascular hemodynam- 
ics are profound and there is much evidence that 
organic vascular damage may eventuate from such 
effects,*°*5" probably in part due to endocrine en- 
gendered angiotoxic effects,®*°* the resulting vascu- 
lar damage predisposing and perhaps preceding 
subsequent lipid deposition, of greatest severity in 
the presence of an elevated plasma lipid content. A 
second possible mechanism implicates the direct 
effects of occupational stress upon the plasma lipids. 

A relation between occupational stress and the 
plasma cholesterol content was shown by recent (and 
continuing) studies in our laboratory. That hor- 
monal and possibly neurohumoral influences prob- 
ably play an important role in the control of the 
plasma cholesterol content was strongly suggested by 
the demonstration that various types of emotional 
stress are uniquely capable of inducing significant 
and occasionally striking rises of plasma cholesterol. 
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Aver. Weight 
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Group Type No. Aver. 


Age = Jan 8 June 10 
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Chart 1.—Description of 42 accountants. Group A was 
made up of tax accountants and Group B of corporate 
accountants. 
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Chart 2—Group A is made up of tax accountants, 
Group B of corporate accountants. Stress periods are in- 
dicated at bottom (solid black = severe), (diagonal lines 
= moderate). 


From January 8 to June 10, 1957, specimens of 
blood for plasma cholesterol determinations were 
taken biweekly from 40 male proprietor account- 
ants.'*:40 Each time blood was drawn the subjects 
were examined and questioned as to weight, diet, 
exercise and the occurrence of occupational and 
avocational emotional tension. Complete food diaries 
were kept during two separate seven-day periods. 
The accountants were divided into two groups of 
comparable size and age (Chart 1), one group made 
up of tax accountants, the other of corporate ac- 
countants. Although severe occupational stress was 
encountered in both groups during the April period 
before the deadline for filing tax returns, only the 
corporate accountants (Chart 1, Group B) incurred 
a comparably severe work stress during January. 
The average plasma cholesterol in each of the two 
groups is shown in Chart 2, the content being found 
to rise with the occurrence of occupational stress. 
Thus, a significant rise of average plasma cholesterol 
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SERUM CHOLESTEROL 
AT TIME OF: 


ACTUAL RANGE OF EACH 
SUBJECT'S SERUM CHOLESTEROL 


MAXIMUM STRESS MAXIMUM SERUM CHOLESTEROL 
AVERAGE: 252 mg./i00 mi. 263 mg./100 mi. 
RANGE: (145-391) (160 - 391) 
S.E. MEAN: £7.5 +8.8 
MINIMUM STRESS MINIMUM SERUM CHOLESTEROL 
AVERAGE: 210 mg./I00 mi. 200 mg./100 mi. 
RANGE: (138-354) (127-314) 
S.E. MEAN: +6.8 25.7 
DIFFERENCE DIFFERENCE 
AVERAGE: 42 63 
RANGE: (2-125) (31-125) 


S.€. DIFF. 210.1 +10.5 
MEANS: 


Chart 3—Average serum cholesterol at time of subject’s 
maximum and minimum period of emotional stress (all 
types) as appraised by him. 


occurred in both groups coincident with the severe 
occupational stress of the April tax period, but only 
the corporate accountants (Group B) had a similar 
rise in January, coincident with a period when they, 
but not the tax accountants, had severe work stress. 
The fluctuations were not found related to any 
changes in weight, exercise or dietary intake of cal- 
ories or of fat.!® 

Significant rises of plasma cholesterol also were 
observed in many of the subjects at times of unusual 
personal stress of an avocational nature. (Chart 3 
shows the plasma cholesterol changes observed in a 
43-year-old accountant with xanthelasma who, un- 
known to us, kept a daily record of his exposure to 
emotional stress of any origin, using his own arbi- 
trary unit system.) Overall plasma cholesterol fluc- 
tuations as great as 125 mg. per 100 ml. were ob- 
served to occur in these subjects. However, since 
these rises occurred in some subjects at times of 
severe avocational stress as well as during periods 
of severe occupational tension, the cholesterol deter- 
minations also were correlated with the times each 
subject felt his emotional stress from any cause was 
both minimal and maximal during the experimental 
period. As shown in Chart 4, the differences at such 
times were not only highly significant but, with rare 
exception, each subject’s highest plasma cholesterol 
was observed at the time the subject himself felt his 
emotional stress to be at its peak, and vice versa. 

Epidemiologists in general have widely ignored 
demonstrations*! of the inconstancy of plasma chol- 
esterol content. That the plasma cholesterol is 
uniquely sensitive to the occurrence of severe mental 
stress already has been confirmed by several groups 
of investigators, in military personnel,?* in patients 
with healed myocardial infarction** and in college 
students during examination week.®° A hypothalamic 
influence is possibly suggested by the rapidity of the 
observed rises in certain instances and by the ob- 
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CORRELATION OF SERUM CHOLESTEROL WITH 
ACCOUNTANTS’ OWN DIARY OF WORK STRESS 


p325 
1 


| 300 


TOTAL CHOLESTEROL 
(mg./ 100 mi.) 
“_ 


WORK STRESS 
(units) 


NO. OF WEEKS 
Chart 4.—Correlation of serum cholesterol with ac- 
countants’ own diary of work stress. 


servation that central nervous system stimulants, 
both experimentally and clinically, induce a rise of 
plasma cholesterol, with a lowering occurring during 
sedative therapy.®?38 

The relationship of increased cholesterol to stress 
indicates the adrenals are implicated. The effect of 
corticotropin (ACTH) and adrenocorticoids in or- 
dinary dosage on the plasma cholesterol of humans 
is apparently neither striking nor consistently ob- 
served. Nevertheless, in connection with the signifi- 
cant and sometimes striking rise of plasma choles- 
terol observed in students during school examina- 
tions,® it is of interest that among students exhibit- 
ing an anxiety reaction during examination a sig- 
nificant rise of aldosterone and 17-hydroxycorticoid 
excretion occurs.®! 

These data are in harmony with the findings 
recently reported in the cooperative study of plasma 
lipids in American subjects*® in which it was found 
that some rise of average cholesterol levels was noted 
in persons with higher blood pressures and, con- 
versely, that a low blood pressure level was asso- 
ciated with a low plasma cholesterol. The latter 
correlation was particularly striking in the instance 
of penitentiary inmates, a group beset with various 
emotional problems but nevertheless uniquely “shel- 
tered” from the effects of socio-economic and other 
occupational stress and in particular from the pres- 
sures of “lack of time.” Thus, in contrast to the 
general similarity of the plasma cholesterol levels 
determined among large groups of different men 
from various parts of the country, the inmates of two 
different penitentiaries consistently had significantly 
lower plasma cholesterol, not ascribable to dietary 
differences. It is therefore perhaps significant that in 
a recent study®® in which normal prisoners were 
used as controls, it was found that the prison inmates 
had low levels of adrenocortical excretion. 
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Although the causal mechanism has not been 
elucidated and although the role of hormonal secre- 
tion in this regard has not been clarified, it seems 
clear that a rise of plasma cholesterol, often of pro- 
found degree, may occur in response to severe occu- 
pational and other emotional stress. As a possible 
corollary, we have proposed!®*° that chronic ex- 
posure to occupational and other forms of socio- 
economic stress unique to Western civilization may 
be a major factor in the higher average plasma 
cholesterol levels found in Western man than in 
members of nonindustrialized societies. If this pro- 
position were valid, it should be possible to demon- 
strate that among similar age groups with compara- 
ble patterns of exercise and diet, the average plasma 
cholesterol is significantly higher in persons chroni- 
cally exposed to severe occupational stress than in 
groups free of such stress. Our current investigations 
of this problem are as yet too incomplete to present, 
but it can be stated that clear-cut differences in aver- 
age plasma cholesterol are being found among sub- 
jects chronically exposed to severe occupational 
stress as compared with various control groups of 
subjects who are relatively or completely free of 
such stress. 

A third possible mechanism by which the ex- 
posure to emotional stress might affect the coronary 
arteries is by precipitating thrombotic occlusion. 
Although clinical coronary heart disease is a conse- 
quence of atherosclerosis, often its occurrence is not 
simply the end result of progressive atherosclerotic 
changes. It must be emphasized that coronary ather- 
osclerosis is ubiquitous in Western man, but clinical 
coronary heart disease, and in particular the occur- 
rence of myocardial infarction, is frequently en- 
gendered by a thrombotic complication of the ather- 
osclerotic substrate. Indeed, the inference in many 
epidemiological and other studies that the incidence 
of myocardial infarction reflects the incidence and 
the severity of the atherosclerotic substrate would 
appear to be a grave error,!”!® since these condi- 
tions are, in part, two separate entities, and the oc- 
currence of thrombosis, particularly in younger per- 
sons, may be only partly related to the severity of 
the underlying atherosclerotic changes.** 


The importance of the thrombotic factor in the 
incidence of coronary disease morbidity and mor- 
tality is further shown by the fact that the rather 
rapid decline in mortality from this cause in war- 
time Scandinavia**° appears to be ascribable pri- 
marily to a decreased incidence of all thromboem- 
bolic phenomena.'?-*° It is also attested, of course, 
by the success of sustained anticoagulant therapy in 
preventing myocardial infarction in patients with 
known severe coronary atherosclerosis. Moreover, 
the pronounced increase of myocardial infarction in 
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GROUP B AVER. COAGULATION TIME (min.) 
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Chart 5.—Average blood coagulation time. Group A is 
made up of tax accountants, Group B of corporate ac- 
countants. 
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ENERGY ‘+ 
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Chart 6.—Concept of possible relationship of coronary 
atherosclerosis and thrombotic occlusion to intimal de- 
rangement, to quantitative and qualitative plasma lipid 
Se: to hemodynamic factors and to blood coagu- 
ation. 


this country and in England in the past five decades 
is ascribable far more to an increased incidence of 
coronary thrombosis***? than to any increase either 
in the incidence or severity of the atherosclerotic 
substrate.27-39.43 Nor, for that matter, can it reason- 
ably be ascribed to any significant increase either 
of the plasma cholesterol or of the dietary fat in- 
take.34,35 

It has long been recognized that emotional stress 
significantly accelerates blood coagulation®** and 
there is good reason to believe that this may be 
mediated by an augmented secretion of epi- 
nephrine®*53_ and possibly also of adrenal corti- 
coids.111 The occurrence of coronary thrombosis 
and myocardial infarction at times of emotional 
stress is so well documented!:1%14:38.54 that it would 
appear foolhardy simply to ignore its probable caus- 
al role in such instances. It is therefore of probable 
significance that we have recently observed that an 
acceleration of blood coagulation occurs at times of 
severe occupational stress. Thus, in the study of 40 
accountants referred to above,'**° blood clotting 
time was determined at monthly intervals under 
carefully controlled circumstances. As shown in 
Chart 5, a significant acceleration of average clot- 
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ting time occurred in both groups of subjects during 
the period of severe work stress induced by the April 
15 deadline for filing tax returns. It is possible there- 
fore that exposure to severe occupational stress may 
increase the hazard of the thrombotic complication 
by bringing about an acceleration of blood coagula- 
tion. 


On the basis of considerable clinical and experi- 
mental evidence, the possible role that is played by 
the occupational and socio-economic stress unique 
to Western man in the pathogenesis of his increasing 
clinical coronary disease, can no longer be neglected 
simply because the stress factor is difficult to quanti- 
tate. Thus, if coronary atherosclerosis and thrombot- 
ic occlusion are related to intimal derangement, to 
quantitative and qualitative plasma lipid abnormal- 
ity, to hemodynamic factors and to blood coagula- 
tion (Chart 6), it already has been shown that occu- 
pational and other emotional stress of certain spe- 
cific types, are capable of affecting each of these 
factors. The psychological stresses accompanying re- 
sponsibility are stressful to some persons, particu- 
larly the ambitious, conscientious, aggressive per- 
sons who cannot adapt easily. Considerable evidence 
suggests that such persons are predisposed to de- 
velop clinical coronary heart disease. 


Harold Brunn Institute, Mt. Zion Hospital, 1600 Divisadero Street, 
San Francisco 15 (Rosenman). 
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Factors in Coronary Artery Disease 


Cigarette Smoking and Exercise 


LESTER BRESLOW, M.D., and ROBERT BUECHLEY, M.A., Berkeley 


IN VIEW OF THE large and increasing number of 
deaths from coronary artery disease—it now causes 
about one-third of all deaths among men in Calli- 
fornia—every possible effort is needed to investigate 
causative factors. 


All research arms, clinical, laboratory and epi- 
demiological, must be called into play. And their 
combined endeavors should take into account one 
of the most difficult concepts in modern preventive 
medicine: The idea of multiple factors in causation 
of a particular disease. As a result of the many vic- 
tories in the bacterial era of medicine, we have 
grown so accustomed to looking for the cause of a 
disease that we find it difficult to grasp the notion 
that a disease may have several causes. It is a 
struggle to keep in mind the possibility of causative 
factors rather than the cause. 


This idea may perhaps be illustrated by the ex- 
perience with so-called battle fatigue, personality 
breakdowns, in the North African campaign of 
World War II. What caused them? Some investiga- 
tors find basic weaknesses in the psychic make-up of 
individuals affected and thus attribute the condition 
to personal inability to withstand the stress of severe 
battle. Other investigators point to the fact that the 
longer the men remained in combat the more likely 
they were to break down, and thus attribute the 
condition to excessive strain. Both types of factors 
—endogenous and exogenous—were undoubtedly 
involved. In various individual cases one or the other 
type of factor may have played the greater or lesser 
role. The man with little psychic reserve (or basic 
personality weakness) would break down early. On 
the other hand, almost every man, no matter how 
strong his personality, appeared to have some break- 
ing point with longer and longer exposure to severe 
battle stress. 


Coronary artery disease, also, may be a condition 
whose onset is determined by multiple factors, both 
exogenous and endogenous. In the search for causa- 
tive factors in this disease at present, we suffer no 
dearth of hypotheses. One may even say that the 

Part of a Panel Discussion on the California Epidemiological Stud- 
ies of Coronary Heart Disease presented before the Section on Public 


Health at the 87th Annual Session of the California Medical Associa- 
tion, Los Angeles, April 27 to 30, 1958. 
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e A study was made of certain information from 
studies of the State Department of Public Health 
which bear upon the hypotheses that cigarette- 
smoking and physical exercise are factors in cor- 
onary artery disease. The data supported an as- 
sociation of the disease with cigarette smoking, 
but not with exercise. An incidental finding was 
a strong relationship between coronary heart dis- 
ease and the beginning of the wearing of read- 
ing glasses or bifocals at an early age. 

In the present state of investigations aimed at 
determining the etiology of coronary artery dis- 
ease it appears desirable to give serious consid- 
eration to multiple factors rather than seeking 
to find a single cause. 


hypotheses are so numerous that a particular fact 
may be “explained” by any of several of them. 

A statement in the British Medical Journal® ex- 
emplifies this point: “Some years ago statistics were 
produced to show that coronary thrombosis fell 
heavily upon the learned professions because they 
bear the stress of responsibility, the clergy being 
protected by their spiritual tranquility. Later, when 
it became fashionable to regard our professions 
with less respect, similar statistics proved that cor- 
onary thrombosis was due to lack of exercise from 
traveling by car, the clergy being saved on bicycles. 
Now that cars are in general use, comparable figures 
prove that fat is our downfall, the clergy being 
spared by a leaner diet.” 

Today we are examining the data from several 
California studies which bear upon four hypotheses 
as to the etiology of coronary artery disease—fat, 
emotions, cigarette smoking and exercise. This com- 
munication will emphasize the latter two factors 
because of access to certain sources of data which 
bear upon them. 

The first source consists of data obtained by 
follow-up observation of 3,994 longshoremen who 
received a multiphasic screening examination in 
1951.8 At the time of examination the men re- 
sponded to a brief question concerning their cigar- 
ette-smoking habits. This permitted classification of 
the participants into two groups: Light or nonsmok- 
ers (less than a pack a day), and heavy smokers (a 
pack or more a day). The mortality rate from cor- 
onary artery disease in the two groups, observed 
during the five-year follow-up, was studied. 
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TABLE 1.—Coronary Artery Disease Mortality Rates per 1,000 Person-Years of Risk for Males by Age Group and Smoking Group 
Three Prospective Studies {Mortality Rates per 1000) 


Light and 
Nonsmokers* 


EXHIBIT A 
Buechley, Drake and Breslow:* 
(Longshoremen) 
Age 35 to 44 years 
Age 45 to 54 years 
Age 55 to 64 years 
Age 65 to 74 years 


*Unpublished material. 


Moderate 


Nonsmokers Smokers 


EXHIBIT B 

Hammond and Horn (1958) :4 
Age 50 to 54 
Age 55 to 59 years 
Age 60 to 64 years 
Age 65 to 69 years 

EXHIBIT C 

Doll and Hill (1956) :2 
Age 35 to 54 years 
Age 55 to 64 years 
Age 65 to 74 years 
Age 75 and over 


*Includes those who smoke less than one pack a day. 


1.47 
4.45 
10.53 
22.27 


The other source of data is the California Health 
Survey, which covered a representative sample of 
Californians (about 32,000 persons), in 1954- 
1955.13 Persons in whom coronary disease was 
disclosed in the survey (or by death later of this 
disease) were matched with controls of the same age 
and sex selected from the survey population. The 
controls and the persons with the disease were then 
reinterviewed (the next of kin was interviewed if 
the patient had died) to ascertain a number of char- 
acteristics which might be related to the coronary 
artery disease. In this reinterview, a question as to 
lifetime cigarette-smoking habits permitted classifi- 
cation of both the persons who had the disease and 
the controls into four groups: Nonsmokers; light 
smokers (a quarter or a half pack a day) ; moderate 
smokers (a full pack); and heavy smokers (more 
than one pack). 


CIGARETTE SMOKING 


In Table 1, Exhibit A, the coronary artery disease 
mortality rate of the light and nonsmoking long- 
shoremen is compared with that of the heavy smok- 
ers. Up to age 65 the coronary artery disease mor- 
tality rate in longshoremen who reported smoking 
a pack or more a day was roughly twice the rate in 
longshoremen who smoked fewer cigarettes or none 
at all. 

By itself this finding might not be considered very 
impressive. However, it appears more significant 
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Smokers 


Coronary Deaths per Person-Years 


Light and Heavy 
Nonsmokers Smokers 


Heavy 
Smokerst 


4/3100 
7/4285 
19/2990 
12/1170 


Coronary Deaths per Person-Years 


Moderate 
Smokers 


Heavy 
Nonsmokers 


90/33255 
142/32920 
204/27817 
273/21892 


213/39226 
258/29385 
235/16762 


158/8037 73/3755 


5/11266 
14/1907 
12/1078 
13/856 


35/23751 
29/6514 
41/3893 
43/1931 


28/15248 
36/5155 
34/2290 
18/722 


+Those who smoke more than one pack a day. 


TABLE 2.—Data Showing Degree of Smoking—Light, Moderate or 
Heav lost Often Associated with Coronary Artery Disease 
(California Health Survey, Men, 64 Years and Under! 


Adjusted 
Persons with Ratio, Cases 
Disease* Controls* to Controls* 


Reported amount of cigarette 
smoking: 

Nonsmokers 1: 

Light (% to % pack) 7: 

Moderate (1 pack) 4: 

Heavy (1% to 2 packs) 4: 

*The number of persons with the disease (88) and of controls 
(70) are sufficiently large for the usual statistical tests of significance. 
There are more cases than controls because the men reporting “‘heart 
disease’’ and those! reporting no disease but dying of coronary disease 
were added after controls were selected. Ratios, as reported in tables, 
are corrected to adjust for the unequal numbers of cases and controls. 


when examined alongside the data from two other 
studies. Exhibit B in the same table shows the cor- 
onary artery disease mortality rates derived from 
the American Cancer Society study of Hammond 
and Horn,‘ and Exhibit C gives the rates from the 
study of English physicians by Doll and Hill.? 

These coronary artery disease mortality rates 
show a remarkable similarity in their association 
with degrees of cigarette smoking. Further investi- 
gation of this association is being carried out on 
selected populations of Californians. 


Additional evidence indicating an association be- 
tween cigarette smoking and coronary artery dis- 
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TABLE 3.—Data from Hegglin and Keiser® on Coronary Artery 
Disease Cases and Controls as Related to Cigarette Smoking 
(Men Under 50 Years) 


Persons with Ratio, Cases 
Disease Controls to Controls 
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Nonsmoker 
Light smoker (less than 1 pack) .. 79 
Heavy smoker (1 to 2 packs) 49 
Very heavy smoker (more 

than 2 packs) 


ease comes from comparison of the group who had 
the disease with the control group in the California 
Health Survey study (Table 2). There were many 
more moderate to heavy smokers in the group with 
disease than in the control group. Also, among those 
who had the disease the incidence was higher in 
those who smoked a pack or more a ‘day than in 
those who smoked less or not at all. 

An even more striking relationship appears in 
the data of Hegglin and Keiser,* who made a com- 
parison of controls and persons with coronary artery 
disease in Switzerland (Table 3). 

We thus have data from two types of coronary 
artery disease investigations in California—a study 
of cases and controls in which the cigarette smoking 
data were secured retrospectively, and a study in 
which a population was first classified with respect 
to amount of cigarette smoking and then followed 


to determine subsequent mortality from coronary 
artery disease. Both types of investigations substan- 
tiated the association of coronary artery disease with 
cigarette smoking. Similar studies in other parts of 
the country and the world have yielded similar 
findings. 


EXERCISE 


Another hypothesis receiving much current atten- 
tion is that coronary artery disease occurs more 
frequently among persons who perform lesser 
amounts of physical exercise. Studies by Morris? 
and others have given credence to this idea. 

Several questions were asked of the persons with 
coronary artery disease from the California Health 
Survey (and the control group) to test this hypoth- 
esis. The persons with the disease and the controls 
were classified according to whether they reported 
that their occupations entailed “much less labor” 
than the average, “a little less,” “a little more” or 
“much more.” Admittedly a crude measure, this 
classification revealed only a slight difference: The 
less heavy the work, the higher the coronary artery 
disease rate as compared with the controls (Table 
4). 

Another, somewhat less subjective, question was 
asked in a further attempt to ascertain the amount 
of physical exercise involved in occupations. Both 
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TABLE 4.—Data on Reported Heaviness of Work as Related to 


Coronary Artery Disease {California Health Survey, Men, 


64 Years and Under) 


Adjusted 
Persons with Ratio, Cases 
Disease* Controls* to Controls* 


A little less labor.... 
A little more labor.. 
Much more labor 


* (See footnote, Table 2.) 


TABLE 5.—Relation of Reported Activity of Work to Coronary 
Artery Disease a — Survey, Men, 64 Years 
and Under 


Adjusted 
Persons with Ratio, Cases 
Disease* Controls* to Controls* 


0 hours sitting (heavy) 
1 to 4 hours sitting (moderate) .. 35 
5 or more hours sitting (light)... 21 


* (See footnote, Table 2.) 


TABLE 6.—Relation of Reported Participation in Sports to Coro- 
nary Artery Disease (Ca — — Survey, Men, 64 Years 
and Under 


Adjusted 
Persons with Ratio, Cases 
Disease* Controls* to Controls* 


0 to 1 sport 
2 ‘sports 
3 or more sports 


* (See footnote, Table 2.) 


the persons with the disease and the controls stated 
the number of “hours per day they sat while work- 
ing. The groups were then classified (Table 5). 
Essentially no difference appeared when the data 
were examined in this way. 


Many persons, of course, get a good deal of exer- 
cise away from the job. For information on the 
possible influence of this factor, the controls and the 
persons with disease were asked to list the sports in 
which they had participated as adults. Table 6 pre- 
sents a rough classification based upon this factor. 
The data did not show any favorable influence from 
exercise of this type upon the incidence of coronary 
artery disease. If anything, the rate was higher for 
those who stated that as adults they engaged in three 
or more sports than it was among persons who 
reported less participation in sports. 

In summary the data obtained as to exercise did 
not indicate any strong and consistent relation of 
heart disease to degree of physical exertion—on the 
job or off. It should be emphasized that the measures 
used to determine the degree of exercise were quite 
crude, However, if amount of exertion were a cru- 
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TABLE 7.—Relation of Reported Age at Onset of Presbyopia to 
Coronary Artery Disease (California Health Survey, Men, 
64 Years and Under) 


Adjusted 
Persons with Ratio, Cases 
Disease* Controls* to Controls* 


Before 45 years (early) 
45 to 49 years (average) 
50 years and older (late) 


* (See footnote, Table 2.) 


cial factor, even a crude measure would be expected 
to show some association. More work on this aspect 
of the subject is certainly needed. 


PRESBYOPIA 


Of some interest in the study of factors associated 
with coronary artery disease is a finding that sug- 
gests a relationship with presbyopia, included in the 
study as a measure of physiological aging. The sub- 
jects in the series of persons with disease and per- 
sons used as controls were questioned as to the age 
at which they first used glasses for reading. If the 
persons had worn glasses during early adult life, 
the age when bifocals were first used was recorded; 
if they put on glasses, for reading only, during mid- 
dle life the age was similarly recorded. 


Undoubtedly many factors, of which presbyopia 
is only one, influence the age at which glasses are 
first used for reading. Others include motivation 
for reading and amount of reading, willingness to 
withstand discomfort in reading and various social 
factors. Hence the age of putting on reading glasses 
is merely suggestive of the onset of presbyopia, and 
the question, as asked, was a crude means of arriv- 
ing at a measure of this condition. 


Table 7 shows a rather striking association. 
Among persons with coronary artery disease, a 
large number had begun using reading glasses or 
bifocals before forty-five. 

Before embarking upon extensive studies to ex- 
plain this apparent association of presbyopia with 
coronary artery disease, it would be desirable to 
determine the relationship itself more certainly. The 
simplicity of the measure, and the apparent strength 
of the relationship seem to warrant such determina- 
tions. 
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Secial Security Footnotes 


THOSE WHO SPONSOR Social Security regard professionals as a source of income 
and admit that most of them will never claim any benefits. Professional people 
are to be the source of funds to pay the “benefits” of others. 


—From the Department of Public Relations, American Medical Association 
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Left Heart Catheterization 


The Clinical Importance of Findings 


JEROME HAROLD KAY, M.D., and ROBERT M. ANDERSON, M.D., Los Angeles 


THE USUAL CLINICAL METHODS of diagnosis may 
be relied upon in most cases for the correct diag- 
nosis of typical valvular defects of the heart. How- 
ever, occasionally these methods may be mislead- 
ing. In certain valvular defects left heart catheteri- 
zation will eliminate these uncertainties, This pro- 
cedure is valuable in a number of circumstances: 
In evaluating the degree of mitral stenosis in some 
patients in whom it is difficult to evaluate the symp- 
toms, in determining the more significant lesion 
when mitral stenosis and insufficiency are associ- 
ated in determining the severity of aortic stenosis 
and in determining the significance of the various 
lesions when aortic and mitral disease are present. 
The development of surgical procedures on the 
mitral and aortic valves brought about a need for 
more precise diagnostic methods for determining 
the nature and extent of abnormality of these valves. 
In 1952, Facquet, Lemoin, Alhomme and Lefebvre* 
in France and in 1953 Allison and Linden! of Leeds 
described a method of obtaining left atrial pres- 
sures by the transbronchial route. Recently Morrow, 
Braunwald, Haller and Sharp‘ of the National Heart 
Institute reported on 500 cases in which this pro- 
cedure was used. They extended the technique by 
passing a catheter down the left atrial needle into 
the left atrium and on into the. left ventricle. In 
1953 Bjork, Malmstrom and Uggla? in Craaford’s 
clinic in Sweden developed the posterior percuta- 
neous puncture technique. This method also has 
been extended to include left ventricular catheteri- 
zation by passing a catheter through the needle 
into the left atrium and then advancing this catheter 
into the left ventricle. The ability to obtain the left 
ventricular pressure using both of these techniques, 
and therefore to determine accurately the presence 
or absence of any abnormal pressure gradients 
across both the aortic and mitral valves is of great 
aid in the diagnosis of certain types of heart disease. 
Because of the reportedly high morbidity and mor- 
tality associated with using the posterior percu- 
taneous route, we have not employed this method, 
but have used the transbronchial method exclu- 
sively. 
"From the Department of Surgery, University of Southern Califor- 
nia School of Medicine and the Cardiorespiratory Laboratory of the 


Saint Vincent’s Hospital, Los Angeles, California. Aided by a grant 
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e Left heart catheterization using the transbron- 
chial route to obtain pressures in the left atrium 
and left ventricle was used successfully in 29 
cases with no mortality or morbidity. It was 
found to be useful in differentiating between 
mitral stenosis and mitral insufficiency, as well 
as determining the amount of aortic stenosis 
present when there was involvement of the aortic 
valve. The technique was also helpful in deter- 
mining which is the predominant lesion when 
there is a disease of the aortic and mitral valves. 


In two patients in a series of 29, data obtained 
by left heart catheterization forestalled opera- 
tion on the basis of a mistaken diagnosis of 
mitral stenosis when actually no mitral valvular 
disease was present. In another eight patients, 
the predominant lesion was found to be mitral 
stenosis rather than mitral insufficiency as it 
was thought to be before catheterization. In two 
patients, who had only systolic murmurs, cathe- 
terization revealed mitral stenosis rather than 
mitral insufficiency. In four patients who were 
thought to have mixed valvular disease, left 
heart catheterization showed only aortic valvu- 
lar disease. 


This communication is a report of the results in 
29 patients in whom the transbronchial approach 
to the left atrium and left ventricle was used. The 
technique used was essentially that described by 
Morrow.‘ The patient is prepared for left heart 
catheterization by fasting for six hours. Oral bar- 
biturate is given an hour before catheterization 
and meperidine and scopolamine are given a half 
hour before the procedure, The pharynx, larynx and 
trachea are anesthetized topically with cocaine, pon- 
tocaine and xylocaine. Electrocardiograph elec- 
trodes are placed in position and a Cournand needle 
is inserted into the femoral artery. A standard 7 or 
8 mm. bronchoscope 40 cm. in length is advanced 
to the carina and a point on the anterior wall of 
the left main bronchus about 1 cm. from the carina 
is selected for the puncture. Effort is made to direct 
the needle as far anteriorly as possible. This is 
facilitated by rotation of the bronchoscope so that 
its beak lies posteriorly. The needle, filled with sa- 
line solution, is introduced into the bronchoscope 
and a zero or base line pressure tracing is recorded 
before the needle pieces the bronchial mucosa. The 
needle is inserted through the bronchus and into the 
left atrium and is immediately irrigated with a 
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sterile saline and heparin solution. The left atrial 
pressure is recorded during several respiratory 
cycles and during a period of apnea in mid-inspira- 
tion. The left ventricular catheter is then introduced 
into the proximal end of the needle. The catheter is 
slowly advanced into the atrium and on into the 
ventricle. The left ventricular pressure is recorded. 
Simultaneous pressures are recorded from the Cour- 
nand needle and from the catheter in the left ven- 
tricle and a “pull-out tracing” is made as the cathe- 
ter tip is slowly withdrawn from the left atrium. 
Analysis of the data obtained by this method in 
the first 29 patients in whom it was used at The 
Saint Vincent’s Hospital was informative and help- 
ful. In two of the patients, the diagnosis before car- 
diac catheterization was possible mitral stenosis. 
However, left heart catheterization revealed no evi- 
dence of mitral disease. In five patients, the pre- 
catheterization diagnosis of mitral stenosis was con- 
firmed. One patient with hemoptysis was known, 
even before catheterization, to have mitral stenosis 
and also bronchiectasis, but the severity of the 
mitral disease was not known. Left heart catheteriza- 
tion revealed that it was quite severe, and the he- 
moptysis was therefore ascribed to it rather than to 
the bronchiectasis. In eight cases in which the diag- 
nosis before catheterization was pronounced mitral 
insufficiency as well as mitral stenosis, mitral steno- 
sis was found to be the pr inant lesion. Two 


patients who were thought to have mitral insufh- 


ciency without mitral stenosis, were found upon 
cardiac catheterization to have mitral stenosis with- 
out any evidence of mitral insufficiency. Four pa- 
tients were thought to have aortic stenosis, and left 
heart catheterization verified this diagnosis. Four 
patients were thought to have mixed lesions of the 
mitral and aortic valves, such as mitral stenosis, 
mitral insufficiency as well as aortic stenosis or 
aortic stenosis and mitral insufficiency. Left heart 
catheterization revealed that they had aortic disease 
without evidence of mitral disease, Another patient, 
who was thought to have only aortic insufficiency, 


upon left heart catheterization was found to have 
mitral stenosis, mitral insufficiency and aortic in- 
sufficiency. In a case in which it was believed the 
patient had mitral stenosis and an atrial septal 
defect, no end diastolic gradient across the mitral 
valve was noted when catheterization was done. 
In this case the procedure was very informa- 
tive, for at operation a tight mitral stenosis as well 
as an interatrial septal defect was observed. This 
study revealed that in the presence of both lesions 
there will be no gradient across the valve. In one 
patient we were unable to pass the needle into the 
left atrium. Roentgen films showed pronounced 
scoliosis and a normal sized left atrium. The patient 
probably did not have heart disease. We also had 
technical difficulty in ‘six other cases: We could not 
pass the catheter into the left ventricle, usually be- 
cause of pronounced mitral insufficiency. In these 
cases each time the catheter approached the mitral 
valve it was washed back by the systolic jet. How- 
ever, the left atrial pressure was enough to make the 
diagnosis in these patients. 


ADDENDUM 


Since this paper was submitted 23 more patients 
have had left heart catheterization with similar re- 
sults and no complications. 

2212 West Third Street, Los Angeles 57 (Kay). 
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Treatment of Melanoma—Success or Failure? 


THE PROBLEM of definitive treatment of melanoma 
is complex. The factors that may contribute to suc- 
cess or failure are so many and various that any 
attempt at analysis is necessarily tenuous. Because 
of the unsatisfactory end results that have been 
achieved in the treatment of melanoma to date, con- 
siderable effort has been expended in analyzing a 
rather large series of cases. The emphasis has always 
been on consideration of factors that may or may 
not have contributed to successful management. Fail- 
ures and deaths have been admitted but more or less 
disregarded as something unpleasant and even in- 
evitable. 

This discussion is a summary of an experience 
with the treatment of melanoma in private practice, 
with emphasis upon analysis of the failures, since 
the reasons for failure may be far more important 
than the reasons for success. 


This report covers a consecutive series of 145 
patients observed in private practice. Table 1 sum- 
marizes the clinical status of the patients at the time 
of their first visit. Of those who were then still 
eligible for definitive treatment, only 27 had had no 
treatment and no biopsy of the lesion, an additional 
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AGE 0-9 


LEWIS W. GUISS, M.D., Los Angeles 


e The treatment of melanoma should be by rad- 
ical surgical excision of the primary lesion and 
dissection of the regional nodes. 

Where possible this should be done in ana- 
tomic continuity; otherwise in physical discon- 
tinuity but at the same time. 

If maximum salvage is to be achieved the 
nodal dissection must be effected before there is 
clinical evidence of involvement by metastasis. 

Amputation of extremities should be reserved 
for cases in which there is evident metastasis 
between the original focus and the regional 
lymph node areas. 


seven had had biopsy, but no treatment and 47 had 
had definitive treatment of the primary lesion. De- 
spite the fact that eight of these 81 patients already 
had disseminated metastasis, responsibility was ac- 
cepted for their care and the 81 cases are regarded as 
the definitive group for analysis. Another 21 patients 
were not observed until after their treatment else- 
where was completed. They have been cared for 


since that time, but, since no responsibility for plan- 


ning their care was involved, they are not included 
in the definitive group. The final 43 patients were 
seen in consultation only, almost invariably on a 
single occasion ; while some responsibility is certainly 
accepted for their subsequent care, the author has 
not been in a position to follow their course and so 
has excluded them alse from the definitive group. 


M. F. TOL 


80-89 


Chart 1.—Data on age and sex of patients with melanoma. 
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TABLE 1.—Clinical Status of 145 Patients with Melanoma at Time of First Visit 


Previous Treatment 


Primary treated 
Definitive treatment complete 
Consultation only 


*7 previously biopsied. : 
+Usually free of evident disease; a few with local recurrence. 


Chart 1 gives the sex distribution of the total 
number of cases divided into decades, and is of 
interest only in demonstrating that melanoma is a 
disease primarily of early adult and middle age. 
Table 2 is an attempt to summarize the factor of 
delay in treatment. Patients are usually very in- 
definite about any detail in regard to activity of the 
lesion. However, for those from whom the informa- 
tion could be elicited, half had noted some change 
for more than six months. The second column indi- 
cates the delay, in 47 cases, from the time of ex- 
cision of the primary focus to the time the patient 
was admitted to this series. 


Patients appear reluctant or unable to give accur- 
ate information about early changes in a mole. 
However, about a third described an increase in 
size; a similar number stated that there was ulcer- 
ation or that the lesion bled when injured slightly. 
A few described changes in pigmentation. In six of 
these 81 cases the primary lesion was never found, 
the first intimation of trouble having been the devel- 
opment of regional node metastasis. It is difficult to 
ascertain the role that injury may play in activating 
nevi to a malignant phase. In only two instances did 
patients suggest that repeated minor injury, such as 
shaving, might have some bearing on this change. 
Again five reported single major injuries, such as 
severe blows, but probably these incidents were all 
coincidental and had nothing at all to do with the 
development of a malignant status. 


Table 3 shows the location of the primary lesions 
in cases in which they could be found. It should be 
noted that 40 of them were about the head and neck, 
including eight ocular primary lesions; 19 were on 
the upper extremity; 33 were on the trunk, includ- 
ing one in the anogenital area; 47 were on the 
lower extremity; in six cases a primary focus was 
never found. Table 4 indicates the size of the un- 
treated lesions. When first seen, 36 had already 
been removed; 23 were less than, and 16 were more 
than two centimeters in mean diameter. 


The total definitive treatment to the primary 
lesion, whether done by the author or elsewhere, is 
shown in Table 5. It is notable that 14 patients had 
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Stage of Disease 


Limited Metastasis to Disseminated 
to Primary Regional Nodes Disease 


23 - 4 
35 8 a 
d 7 


Totals 


“4 


11 


5 
62 20 26 


TABLE 2.—Time from First Notice of Activity in Lesion to 
Beginning of Treatment 


From First Treatment 
to Time First Seen 
by Author 


From “Activity” to 
First Treatment 


1 month or less 22 
1 month to 6 months 8 
6 months to 12 months. 1 
More than 1 year 16 
Information not available a 
Previously untreated 34 


Totals. 81 


Upper extremity 
Forearm and hand 


TABLE 4.—Size of Primary Lesion {Mean Diameter) 


Less than 1.0 cm 

SN Nr roca ve ck caste ss ecloeapttaaseoance aes : 
2.0 cm. to 4.0 cm 

More than 4.0 cm 

nN: CORN nt Sac pc ete avlodscsb eases 36 
Occult 


had only excisional biopsy and seven only cauteri- 
zation. Most of these procedures had been done some 
time previously and enough time had elapsed to 
suggest that there would be no further trouble with 
the primary lesion. In five instances there was only 
an indefinite history of pigmented lesions having 
been “removed” several years before. In 50 cases 
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TABLE 5.—Total Definitive Treatment to Primary Lesion 


Excision biopsy only 
Cauterization only 
“Removed” only 

Primary radical excision 
Secondary radical excision 
No discoverable primary 


there was either primary or secondary radical ex- 
cision of the original foci. In six instances, it was 
not possible to discover a primary site. 


The treatment to the regional lymph nodes is sum- 
marized in Table 6. A total of 31 patients had 
radical node dissections either in continuity with 
the removal of the primary lesion or at the same 
time or at least within two months of the time of the 
original excision. The author now believes that 
“dissection in continuity,” both anatomically and 
temporally, is the treatment of choice, ‘but accepts 
the fact that a planned period of delay is still re- 
garded as acceptable management. These 31 patients 
may all be regarded as having had node dissection 
without significant delay. Twenty-four of the 31 are 
still alive and well, free of any sign of recurrence. 
An additional 15 patients had node dissection after 
considerable delay for various reasons. Only six of 
them were alive and well at the time of this report. 
Thirty-five patients never had nodal dissections, or 
had only excision for biopsy. 

The reasons for withholding or long delaying 
nodal treatment are indicated in Table 7. It was 
thought that the treatment of the primary neoplasm 
probably had been curative in 15 of the 35 cases in 
which nodal dissection had never been done. In- 
cluded were one case of juvenile melanoma and the 
eight cases of orbital melanoma. Further treatment 
was refused by four patients, while in nine there 
was no justification for node dissection because the 
primary disease was never controlled. There were 
five examples of midline lesions in which it was 
impossible to determine which nodal area to dissect. 
Intercurrent disease in one patient and senility in 
another contraindicated operation. Among the cases 
of delayed nodal dissection, there were eight in 
which it was thought that the primary disease was 
cured by the original procedure; but in five cases 
this was not true, and the delay may well have been 
responsible for the death of all five patients. In the 
one instance in which there was long delay of nodal 
dissection because of the midline location of the 
melanoma, the disease was also lethal. The two 
patients who did not have nodal dissections because 
of age and intercurrent disease, respectively, also 
died of melanoma. 
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TABLE 6.—Definitive Treatment of Regional Nodes 


Radical node dissection: 
In anatomic continuity with primary lesion 
At same time primary treated but not in continuity... 


After planned delay of: 
2 months or less following treatment of primary. 
2 to 6 months after treatment of primary 
7 to 12 months after treatment of primary 
More than 12 months after treatment of primary 


No definitive treatment, or biopsy only 


TABLE 7.—Factors Producing Delay or Omission of Nodal 
Dissection 


Delay from Primary 
Treatment to Dissection 


No 2t0 6 6 Months Over 
Dissection Months tol Year 1 Year 


Treatment of primary 
“cured” patient 

Refused treatment 

Primary disease never 
controlled 

Midline lesion 


2 2 
3 8 


Totals 


Many surgeons, pessimistic over the salvage being 
obtained for melanoma of the extremities, have been 
goaded by their poor results toward increasingly 
radical operation. Some investigators® have gone so 
far as to recommend routine amputation or disartic- 
ulation of the offending member, with nodal dissec- 
tion in continuity, as the treatment of choice, 
particularly when regional metastasis is evident. I 
believe that the questionable improvement in salvage 
obtained by such mutilating procedures would be 
more than offset by the economic and functional 
loss to the entire group of patients involved and 
therefore have restricted the application of amputa- 
tion to patients in whom recurrent disease has de- 
veloped between the treated primary and the area 
of nodal dissection. 


Obviously, if there is active disease between the 
treated primary and the previously dissected nodal 
area, no treatment other than amputation offers any 
hope for success. In three instances such a sequence 
of events made amputation of an extremity neces- 
sary; two of the patients are dead and one remains 
free of disease, indicating that in this situation the 
chance for cure is remote indeed. Further, no illu- 
sions are held as to “cure” in the other case although 
the patient had been free of disease for two years 
at the time of this report. This minuscule group of 
three cases might be cited as an argument for pri- 
mary amputation as the treatment of choice for a 
melanoma of the extremities. On the other hand, of 
the 17 patients in whom both primary and regional 
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radical operation, concurrently or within two 
months, was done, 14 were alive and free of disease 
at the time of this report, two were dead, and one 
was alive with disease. Although there are not five- 
year figures, if a routine policy of amputation of 
the extremity had been applied to these patients, 
17 extremities would have been amputated to date; 
but 14 were alive and free of disease without such 
drastic measures, and only two patients might have 
benefited from amputation. 


PATHOLOGIC CLASSIFICATION 


The group included only one case of “juvenile 
melanoma.” This was in an eight-year-old child, and 
five years later she remained well. In two cases the 
lesions were described by the pathologist as “non- 
malignant” or “unable to metastasize.” Because of 
such opinions, node dissections were not done and 
both patients died of generalized metastasis. Three 
lesions were stated to be amelanotic, while six 
primaries were never found despite excision of all 
neighboring nevi. All other lesions in the series were 
simply designated as melanoma, without reservation 
as to their fully malignant nature. 

Of interest was the condition of the nodes at the 
time of the node dissection, indicated in Table 8. Of 
23 patients who had “negative” nodes at the time 
of the dissection, 21 were alive and well at the time 
of this report. Of five with but a single node in- 
volved, two were known to be free of disease, one 
was dead and two were lost to follow-up. Of the 20 
patients who had multiple node involvement, only 
three were free of disease at the time of this report. 
Such data imply that prompt treatment of melanoma 
(including nodal dissection) is probably of prime 
importance in control of the disease. One may state 
that if the nodes are “negative” at the time of nodal 
dissection, the patient has an excellent chance for 
cure; if the nodes are extensively involved the 
chance for cure is essentially nil. 

It seems obvious that early treatment of the pri- 
mary lesion and of the nodal areas is mandatory for 
successful management of this condition. Critics 
might state that if the nodes are not involved, there 
is no reason to remove them; that the cure rate 
would not be improved by node dissection. But one 
must keep in mind the highly malignant nature of 
melanoma, its almost total lack of cellular cohesive- 
ness, and its infinite capacity for local invasion and 
lymphatic permeation. It seems probable, if not 
necessarily true, that occult lymphatic metastasis has 
occurred in every case of clinical melanoma. A path- 
ological report of “nodes free of metastasis” may 
merely indicate that the few metastatic cells present 
have not been apprehended by the currently accepted 


TABLE 8.—Present Status of Patients with Reference to Nodes 


Total Number Free of Disease 


Nodes negative 21 
Single node positive 2 
Multiple nodes positive 3 


*Including 1 dead, 2 lost to follow-up. 


TABLE 9.—Clinical Course After Completion of Treatment 


Remained free of disease 

Lost 

Recurrent disease between primary lesion and treated 
nodal 

Recurrent disease proximal to nodal area 

Disseminated skin, or generalized metastasis 


laboratory methods of sampling such nodal tissue. 
Accepting this reasonable probability, a far more 
appropriate statement would appear to be this: If 
there is delay until the nodes appear to be clinically 
involved, nodal dissection is probably of little avail. 
This would indicate that every patient should have 
a regional node dissection as early as possible and 
before there is clinical evidence of metastasis in the 
suspect nodal area. 


Table 9 is a summary of the subsequent clinical 
course of the 81 cases regarded as definitive in this 
study. Fifty remain free of disease and two were 
lost to follow-up. In three cases recurrent dis- 
ease developed between the treated primary lesion 
and the area of radical node dissection, and am- 
putation of the extremity was carried out. In one 
patient recurrent disease developed immediately 
proximal to the treated nodal area (obviously 
the nodal dissection was done too late) and am- 
putation would have been of no benefit. Dissem- 
inated disease developed in 25 cases, apparently 
primarily blood-borne, and cure probably was im- 
possible because of the mode of metastasis. At pres- 
ent there is no way of forestalling or dealing with 
blood-borne metastasis from this disease. The status 
of the definitive group at the time of this report is 
set forth in Table 10. While 32 of the patients were 
free of disease for periods less than three years, 18 
were free for periods of from three to more than ten 
years; two were lost to follow-up, but had been free 
of disease when last seen; three were alive but had 
melanoma and 26 had died of melanoma. Eight of 
these already had generalized metastasis when first 
seen, and while they could not be excluded from the 
definitive group they were hopeless from a thera- 
peutic standpoint. 


A careful analysis (Table 11) of failures follow- 
ing treatment was undertaken to see what might 
have been done to avoid the fatality. In retrospect, 
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TABLE 10.—Present Status of Definitive Group 


No evidence of disease: 
IE OBO eho oe Nh ale elise enact eae 


3 to 5 years 

5 to 10 years. 

10 years 
Lost to follow-up (without disease when last seen) 
Alive with melanoma 
Dead of melanoma 


TABLE 11.—Analysis of Failures Following Treatment 


More aggressive treatment probably would not have favor- 
ably influenced the course of the disease because: 


(a) Incurable when first seen 
(b) Died of blood-borne metastasis 
Unfavorable outcome probably might have been altered by: 


(a) Less delay in treatment of primary lesion 
(b) More radical treatment of primary lesiqn 
(c) Less delay in doing node dissection 

(d) Amputation with node dissection 


six of the patients were undoubtedly incurable when 
first seen; an additional two died of blood-borne 
metastasis which had already occurred at the time 
of definitive treatment. In other words, there were 
eight cases in which more aggressive treatment 
would not have helped. But retrospective analysis 
of 20 other failures suggests that much might have 
have been done to improve the outcome. Among 
these, three would undoubtedly have benefited by less 
delay in treatment of the primary lesions; five by a 
more radical management of the primary lesion; 
and in nine cases there was excessive delay of node 
dissections, which probably contributed to the fail- 
ure in the treatment program. There were three cases 
in which primary amputation might have brought 
about cure but in which this chance for cure was 
probably lost because of a more conservative ap- 
proach. In summary, eight of the failures were 
probably unavoidable, but 20 of the patients might 
very well have been saved had less delay intervened 
in treatment of the primary lesion, if the original 
focus had been treated more radically, and if there 
had been less delay in doing node dissection. 


DISCUSSION 


Some uninformed dermatologists, and others who 
seem unable to accept or understand the almost 
uniformly lethal nature of melanoma, may persist 
in cauterizing or otherwise inadequately and/or 
meddlesomely trifling with this neoplasm. Fortun- 
ately for the patient, this approach is increasingly 
falling into discard. It would seem safe to state that, 
among those who have any appreciation of the 
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malignant potential of melanoma, there is uniform 
agreement that prompt and radical surgical excision 
of the primary lesion is in order. There would be 
considerably less unanimity in regard to manage- 
ment of the regional node problem. Yet the mount- 
ing evidence points in but one direction. 

DeWeese” summarized the experience in a uni- 
versity hospital before 1948 where the practice had 
been to radically excise the primary lesion but to 
withhold node dissection until metastasis was clini- 
cally evident. He reported that only 7.9 per cent of 
patients so managed remained free of recurrence 
beyond the five-year period and concluded the poor 
results achieved by late dissection of clinically in- 
volved nodes made a more aggressive approach to 
the problem necessary. Lund and Ihnen,‘ reporting 
on a comparable group similarly managed, said that 
but one of 19 patients operated on after nodes were 
apparently involved survived five years. They con- 
clude that “prophylactic” dissection should be done. 

While the desirability of attacking melanoma 
radically by wide surgical excision and regional 
lymph node dissection was indicated as early as 
1907 by Handley,* acceptance has been slow. Pack 
and associates’ emphasized the application of the 
principle of excision of the primary lesion and dis- 
section of nodes in anatomic continuity, citing de- 
cided increases in salvage where such operations 
were done. While this procedure represents the acme 
in surgical management of any form of cancer, too 
often it is not applicable to the management of 
melanoma, because of the anatomic location of the 
primary focus at a great distance from or equidis- 
tant between nodal groups. This has made the appli- 
cation of “discontinuous dissection” of the primary 
lesion and nodal areas necessary in many cases— 
that is, excision of the two areas in anatomic dis- 
continuity, and sometimes with a lapse of time be- 
tween dissections. 

Some investigators suggested that a period should 
elapse between the surgical excision of the primary 
and the regional nodal dissection to permit “filter- 
ing out” by the nodes of transient cells in the lym- 
phatics intervening between the primary and the 
nodal groups to be dissected. Suggestions as to the 
time that should be permitted have varied from six 
weeks in cases without palpable nodes? to from one 
to two weeks. While it is undoubtedly true that the 
metastatic cell will pursue a dilatory and lagging 
course to the regional nodes if these structures them- 
selves and the afferent lymphatic channels are 
blocked by tumor, this is the situation where there 
is clinical evidence of metastatic involvement of the 
nodes. Indeed, repeated failures of lymph nodes 
blocked with tumor to collect colloidal isotopes in- 
troduced into areas drained by their afferent lympha- 
tic channels suggests that particulate matter in 





lymphatic systems so involved may never reach the 
nodes. Additional evidence indicates that material 
passes quickly along unobstructed lymphatics and 
lodges in the regional node group in a matter of 
minutes, probably in much less time than is required 
to surgically ablate the primary site. Weinberg and 
Greaney® reported satisfactory impregnation of un- 
blocked regional lymph nodes by injected supravital 
dyes in 15 minutes, and said that in 30 minutes 
successive echelons of nodes may be visualized by 
this technique. Because of the rapidity of this 
lymphatic transmission, there appears to be little 
validity in waiting for a prolonged “filtering out” 
period in the absence of clinical evidence of involve- 
ment; and if “dissection in continuity” cannot be 
achieved for anatomic reasons, it should at least be 
possible to effect the surgical management of such 
situations in continuity with reference to time even 
though not anatomically. 

The five-year salvage rate (Taylor and Nathan- 
son*®) of but 2.6 per cent when there was nodal 
involvement at the time of surgical treatment is 
discouraging but significant. In contrast are reports 
of over-all five-year salvage rates of 38 per cent! 
and 40 per cent® when these more aggressive surgical 
approaches were employed. These are compelling 


reasons for the application of the principle of “pro- 
phylactic” node dissection for melanoma when 
possible. 

2009 Wilshire Boulevard, Los Angeles 57. 
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Use of the Artificial Kidney 


Its Place in the Treatment of Acute Renal Failure 


IN RECENT YEARS there has been no major contro- 
versy or innovation concerning the “conservative” 
management of patients with acute renal failure; 
the treatment of such patients during the early stages 
of anuria-oliguria is now a matter of universal agree- 
ment.*:5:7,9 Jt is all the more surprising to find wide- 
spread divergence of opinion regarding the more 
intensive modalities of treatment. While the thera- 
peutic efficiency of the artificial kidney procedure is 
today widely recognized and the technique of using 
it has become routine in many centers, controversy 
about the indications for hemodialysis in individual 
cases is the most formidable remaining obstacle in 
the path toward standardized management of acute 
anuria. While some investigators® decline to publish 
their criteria for use of dialysis, others advocate 
dialysis as a routine to be employed on the fifth, 
sixth (3) or seventh (6) day of anuria; and still 
others would use it only in patients with blood urea 
nitrogen over 200 mg. per 100 cc.? The Swedish 
school which in the past restricted use of the arti- 
ficial kidney to comatose uremic patients, intends to 
use it more extensively in the future. Kolff* is now 
guided by the clinical condition of the patient but 
has not published the particular clinical signs which 
he uses as signals in this respect. In earlier publi- 
cations he advocated dialysis of patients with a 
serum potassium of 7.0 mEq. per liter or more, 
with carbon dioxide content of 12 mEq. per liter or 
less, with blood urea nitrogen of 150 mg. or more 
per 100 cc. 

The present report concerns 57 patients with 
potentially reversible acute renal failure and no 
other associated fatal primary pathologic condi- 
tion. Thirty-nine of the patients survived and 
eighteen died. 


CLINICAL MATERIAL AND METHODS 


The patients were dealt with in a four-year period 
ending early in 1958. In many instances I was not 
in charge of the clinical management and my serv- 
ices were confined to consultations or hemodialysis. 
In the case of the patients whose treatment I did 
manage, standard conservative measures were em- 
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e Of 57 patients with severe, but potentially re- 
versible, acute renal failure who were observed 
during a recent four-year period, some had dialy- 
sis with an artificial kidney and some did not. 

Twenty survived with the standard “conserva- 
tive”? management alone; 19 survived with a com- 
bination of “conservative” and “intensive” (that 
is, artificial kidney) treatment; 18 patients died. 

One error that was made in the management 
of all 18 patients who died, was excessive delay 
in the use of the artificial kidney. 

Hemodialysis should be used whenever serious 
electrolyte abnormality exists, whenever the 
blood urea nitrogen exceeds 150 mg. per 100 
cc. or whenever clinical signs of uremia first 
appear. One or more of these indications will 
usually, but not always, become evident between 
the fifth and the eighth day of virtual anuria. 


ployed: Particular attention was directed to water 
balance (fluid intake usually restricted to the visible 
qutput plus 500 cc. per 24 hours), to electrolyte 
balance, to administration of a high caloriv protein- 
free regimen and careful clinical and chemical 
supervision. Hemodialysis was performed with the 
portable Skeggs-Leonards machine at various hos- 
pitals in Southern California. Blood was usually 
withdrawn and administered via a double lumen 
catheter inserted into the inferior or superior vena 
cava by way of a saphenous or external jugular vein. 
Hemodialysis usually lasted about four hours and 
required 150 mg. of heparin in the average patient. 


RESULTS 


Itemized clinical data concerning 51 of the 57 
cases presented here have been published elsewhere.*® 


1. Patients who recovered from acute renal failure 

without dialysis 

Twenty patients recovered from acute renal fail- 
ure without dialysis. Anuria-oliguria (urine output 
less than 500 cc. per day) continued, in this group, 
for from three to eleven days, the highest blood 
urea nitrogen was 195 mg. per 100 cc., the highest 
serum potassium 9.2 mEq. per liter. Severe neuro- 
logical abnormality (coma) was present in three 
patients. Many patients had nausea and vomiting 
which precluded feedings by mouth or by indwelling 
gastric tube. Pulmonary edema or other signs of 
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severe cardiac decompensation were observed in 
three patients. Peripheral edema was observed in six 
instances and was always associated with excessive 
administration of fluid. 


2. Patients who recovered from acute renal failure 
with the aid of the artificial kidney 


In 16 of this group of 19 patients the use of the 
artificial kidney was considered lifesaving by all 
physicians concerned. In the remaining three in- 
stances the treatment was considered helpful, but 
one or more physicians felt that the patients might 
have survived without it. Anuria-oliguria continued 
for from eight to thirty-nine days. Hemodialysis 
was used as early as the fifth day and as late as the 
twenty-third day after the onset of anuria. In four 
patients dialysis was done twice. The highest serum 
potassium was 10.2 mEq. per liter, the highest non- 
protein nitrogen content was 280 mg. per 100 cc., 
and the highest blood urea nitrogen 240 mg. per 
100 cc. Apart from the chemical indications, clinical 
indications for dialysis were: Severe neurological 
abnormality (coma, convulsions, severe twitching) 
in eight cases; coexistence of neurological and cir- 
culatory abnormalities (usually pulmonary edema) 
in seven. Previous overhydration and other earlier 
deviations from standard management were cor- 
rected with hemodialysis in six instances. Severe 
electrolyte abnormality (usually acidosis or hyper- 
kalemia) was the primary indication for hemo- 
dialysis in eight cases and clinical manifestations 
of uremia were the primary indications in eleven. 


The effect of the artificial kidney procedure was 
_ attested by chemical determinations and by clinical 
changes. Abnormal blood electrolyte levels, includ- 
ing abnormal blood pH, were corrected in every 
instance. The amounts of urea removed from the 
patient and recovered in the dialysis fluid varied 
from 38 to 180 grams. Blood urea nitrogen levels 


and non-protein nitrogen decreased significantly in 


all cases, but the decreases did not always reflect the 
large amount of nitrogenous material recovered in 
the dialysis fluid. The average change of blood urea 
nitrogen was from 181 mg. per 100 cc. before 
dialysis to 73 mg. after; the maximum change was 
from 160 mg. to 35 mg.; the minimum change was 
from 92 mg. to 52 mg. In several patients who were 
overhydrated the use of the portable Skeggs- 
Leonards artificial kidney permitted removal of 
fluid by ultrafiltration. As much as 4,500 cc. of 
fluid was removed in this manner and this “ultra- 
filtration” effect was considered decisive for the 
patient’s recovery in three instances. 

The effect of the artificial kidney procedure on 
the clinical signs and symptoms in the surviving 
group of patients was striking. Improvement in the 
patients’ nervous and mental states was noticeable 


at intervals of time which varied from 30 minutes 
after the start of the procedure to 24 hours after 
it was finished. Most patients rested quietly during 
the procedure and felt decidedly improved after- 
ward—anxiety and restlessness disappeared, twitch- 
ing usually diminished, awakening from coma and 
stupor was common. Confusion usually, but not 
always, gave way to full orientation and ratiocina- 
tion. In three cases dialysis was carried out despite 
hemorrhagic phenomena; this condition did not 
appear to be aggravated by the artificial kidney 
procedure and it ceased shortly after dialysis was 
finished. 


In the group of patients reported upon here, 
untoward incidents did not occur during dialysis. 
Fluctuations of the arterial pressure were observed 
during the procedure in about 50 per cent of the 
treated patients but could be readily controlled with 
small doses of pressor or depressor agents. De- 
creases of the arterial pressure usually occurred at 
the beginning of dialysis and were attributed to the 
rapid infusion of citrated priming blood; and rises 
of the arterial pressure were occasionally observed 
later during the dialysis. These fluctuations did not 
call for an interruption of the procedure. In one 
case refractory hypotension occurred during the 
dialysis. It was traced to the commercially available 
“anhydrous” calcium chloride, which contained 
more than 50 per cent water, and the dialysing 
solution made with it had caused hypocalcemia in 
the patient, who died nine days after the first 
dialysis.” 


3. Patients with acute, reversible renal disease who 
might have survived with more appropriate therapy 


When patients survive after an episode of acute 
renal failure it is not easy to take issue with the 
therapeutic management. On the other hand, the 
question must be posed: What went wrong when 
patients do not survive such episodes, when autopsy 
findings (available in the 18 cases reported here) 
show that the patients were suffering from poten- 
tially reversible lesions of the kidney and when 
death cannot be fairly ascribed to associated pri- 
mary disease. 


In the 18 patients with acute renal failure who 
died, death occurred as early as four days and as 
late as 21 days after the onset of virtual anuria. 
Three of the six “early” deaths (within seven days 


*Ic must be said, in all fairness, that death occurred in three other 
patients while they were undergoing dialysis; these patients are not 
included in the present series (no autopsy in two, chronic disease in 
one). One of the patients who died during dialysis was 2 of 
age and died suddenly (perhaps of embolism or cerebrovascular acci- 
dent) while having dialysis on the 18th day following repair of a 
large aneurysm of the abdominal aorta and su uent anuria. The 
stic kidney disease, were in severe 
cardiac failure, and had received digitalis bodies. It is assumed that 
digitalis toxicity supervened in these two because of changes in elec- 
trolyte patterns during dialysis. One of the latter two developed ven- 
tricular —— before dialysis began. Digitalization must be con- 
sidered a definite hazard in patients who are to have dialysis. 


other two om had severe poly 
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HIGHEST BUN, NPN, CREATININE OF PATIENTS 
WHO DIED WITHOUT CORRECT OIALYSIS 
(5 had incorrect dialysis) 
| o 
300 300 


HIGHEST: BUN, NPN, CREATININE OF PATIENTS 
WHO RECOVERED WITH CORRECT DIALYSIS 


100 100 
= 


BUN NPN CREATININE BUN NPN CREATININE 


Abbreviations: BUN = Blood’ urea nitrogen; NPN = Nonprotein 
nitrogen. The letter “‘D’’ beside some of the dots indicates use of 
dialysis in desperation even though it could not be expected to benefit. 

Chart 1—Comparison of highest nonprotein nitrogen, 
blood urea nitrogen and creatinine of patients recovered 
with correct dialysis and of patients who died without 
correct dialysis. This chart should indicate that the pa- 
tients who recovered with correct dialysis were fully as 
sick as the patients who did not recover. ~ 
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DAYS FOLLOWING ONSET OF VIRTUAL ANURIA 


In one case (not shown on chart) the patient was uremic but not 
anuric. 


Chart 2.—Length of anuric period in patients who re- 
covered with or without dialysis and in patients who did 
not recover. This chart indicates that death can occur 
early or late after the onset of anuria. 


of onset of anuria) could be attributable to over- 
hydration which had resulted in pulmonary edema. 
In four of the “early” deaths the serum potassium 
was elevated above 7.0 mEq. per liter. In one “early” 
death, unrecognized active rheumatic carditis co- 
existed with the acute uremia; in this patient 
dialysis was done once and probably should have 
been repeated. There is very little doubt that more 
timely use of the artificial kidney would have pro- 
longed life—perhaps until they recovered—in the 
patients who died “early” with hyperkalemia or 
from overhydration. Of the 12 patients who died 
eight days or more after the onset of anuria, only 
two had serum potassium above 7.0 mEq. per liter. 
Overhydration was a factor in only one of these 
“late” deaths. In two instances in the “late” death 
group the artificial kidney was applied as a measure 
of desperation when patients with daily urine out- 
put of 1200 and of 1800 cc. developed pulmonary 
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edema and coma 14 and 18 days after acute tubular 
necrosis due to transfusion reaction. The other 
“late” deaths occurred presumably because repeat 
dialysis was not performed in time, although it 
should have been since these patients had been 
helped by earlier dialysis. In three of the “late 
death” patients peritoneal lavage was performed by 
other physicians and the artificial kidney was not 
employed. Six of the “late death” patients were not 
treated with any form of dialysis. One patient, in 
whom twitching began as early as the fifth day of 
anuria, had excellent chemical results from dialysis 
on the ninth day, then died, still twitching, on the 
twelfth day of anuria, although the serum electro- 
lyte pattern was not abnormal a few hours before 
death and in spite of non-protein nitrogen of only 
142 mg. per 100 cc. on the day of death. 


DISCUSSION 


The observations here reported on a series of 57 
patients with potentially reversible renal failure 
uncomplicated by other serious primary disease 
should permit conclusions concerning the most effec- 
tive use of the artificial kidney. The clinical and 
chemical course of acute renal failure in the group 
of 18 patients who died closely resembled the pat- 
tern observed in the recovered group, except for the 
correct use of dialysis (Chart 1). Several patients 
in the nonrecovered group were subject to over- 
hydration of mild to moderate degree and to other 
deviations from standard management. However, 
similar deviations of even more striking degree 
occurred in some cases in the recovered group, and 
therefore the unfavorable outcome in the 18 cases 
in which the patient died cannot be attributed en- 
tirely to nonstandard conservative treatment but 
must also be ascribed in part to excessive delay in 
the use of the artificial kidney. 


It has been found that the uremic syndrome due 
to acute renal failure evolves in a fairly well defined 
pattern when the patient is managed according to 
standard principles. Such patients will frequently 
be asymptomatic or have only mild signs (nausea, 
abdominal distention) for periods ranging from 
five to twelve days. As the uremia becomes more 
intense, relatively slight nervous signs (reflex hyper- 
activity, restlessness, confusion, drowsiness) or cir- 
culatory signs (loud P,, low diastolic pressure, 
expiratory wheezes) will appear. Death due to cir- 
culatory failure may occur within 24 hours, and 
usually within three or four days, of the first ap- 
pearance of two or more of the clinical signs of 
uremia mentioned above. 


In the present series there were 14 patients with 
hyperkalemia (serum potassium in excess of 7.0 
mEq. per liter) (Table 1). Three of these patients 
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TABLE 1.—Hyperkalemia as a Cause of Death 
(Serum potassium above 7.0 mEq. per liter) 


Number of patients 
Survived without dialysis. 
Survived with dialysis 
Died, dialysis not used 


TABLE 2.—Patients with Anuria-Oliguria of Seven Days or Less 


Survived without dialysis 
Survived with dialysis 
Died without dialysis 
Died with dialysis* 
*Patient had acute sheumatic carditis as well as acute renal failure. 


survived with “conservative” management, five sur- 
vived with a combination of “conservative” and 
artificial kidney treatment, and six died. Of the six 
hyperkalemic patients who did not survive, none 
had the benefit of timely artificial kidney therapy. 
Hyperkalemia must therefore be considered as an 
indication for hemodialysis even though it is possi- 
ble that some patients with a high serum potassium 
may recover without the use of the artificial kidney. 

In the present series death from acute renal fail- 
ure occurred as early as the fourth day and as late 
as the twenty-first day after the onset of virtual 
anuria (Chart 2). During the later stages of acute 
renal failure, when the serum electrolytes may be 
normal and diuresis may already have set in, death 
may still occur and can be preceded by only a short 
premonitory period during which signs and symp- 
toms of uremia are observable (Tables 2, 3 and 4). 
Although patients in the terminal stage of uremia 
(coma, convulsion, pulmonary edema) have often 
been rescued by the artificial kidney, it is now 
agreed that hemodialysis should be employed 
earlier, not only because it prevents the development 
of irreversible complications, but also because the 
fatal progress of the disease is often too rapid to 
permit the start of intensive treatment when there 
has been excessive delay. Although 14 patients sur- 
vived periods of anuria of seven days or less without 
dialysis, six patients died during the first seven days 
of anuria when their lives presumably could have 
been saved by the artificial kidney treatment. Al- 
though six patients survived more prolonged anuria 
without dialysis, and 19 survived with dialysis, 
eleven such patients died because they either did 
not receive dialysis treatment or received it only 
as a measure of desperation. 

Ideally, therefore, the proper indications for arti- 
ficial kidney treatment are as shown in Table 5. 
These indications require repeated daily reevalua- 
tion of the patient. Physicians who seldom see a 
patient with acute anuria will find it difficult to 
supervise anuric patients carefully enough. It has 
therefore been recommended that the first dialysis 
of anuric patients should be considered on the fifth 
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TABLE 3.—Patients with Anuria-Oliguria: Eight Days or More 


Survived without dialysis 
Survived with dialysis (1 patient with acute uremia, with- 
out oliguria) 
Died without dialysis* 
Died with correctly employed dialysis. 
*Dialysis was used as a measure of desperation or otherwise incor- 
rectly in five of these cases. 
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TABLE 4.—Probable Mechanism of Death in Patients Who Died 
from Acute, Reversible Renal Failure 


Death occuring on or before 7th day of oliguria: 
Hyperkalemia : 
Overhydration 
Failure to use artificial kidney in time. 

Death occurring on or after 8th day of oliguria: 
Overhydration 
Electrolyte abnormality (potassium, pH) 
Coma, convulsions 
Tachycardia, pulmonary edema 
Failure to use artificial kidney in time 


TABLE 5.—Indications for the Use of the Artificial Kidney 


[. ~—— indications: 
(a) Serum potassium 7.0 mEq. per liter or more. 
(b) Rapidly mounting serum potassium. 
(c) Carbon dioxide 12, mEq. per liter or less. 
(d) Blood urea nitrogen 150 mg. per 100 cc. or non- 
protein nitrogen 200 mg. per 100 cc. 

. Existence of two or more of the early clinical signs of 
uremia (reflex hyperactivity, restlessness, confusion, 
drowsiness, loud P2, low diastolic pressure, expiratory 
wheezes) . 

. If, after dialysis, the above indications recur, dialysis 
should be repeated in compliance with the above indi- 
cations, even though diuresis may already have set in. 


or sixth day of anuria.* If the 57 patients described 

here had been managed according to this rule, most 

of the 18 patients who died would have had hemo- 

dialysis in time and would probably have survived, 

whereas only six patients in the series would have 

been treated with the artificial kidney without need. 
St. Joseph Hospital, Burbank. 
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Trichomonal Vaginitis 


The Problem of Chronic or Recurring Infection 


JOHN A. KERNER, M.D., and ALAN J: MARGOLIS, M.D., San Francisco 


As TO THE DIFFICULTY of dealing with it, tricho- 
monal vaginitis is to the gynecologist what low back 
pain is to the orthopedist or headache to the intern- 
ist, except that in the gynecologic syndrome, objec- 
tive findings are always present. In this review, we 
shall present a practical plan for dealing with pa- 
tients with chronic trichomonal vaginitis, and report 
our experiences with a new drug which we have 
been evaluating. 


The very number of topical preparations available 
for the treatment of trichomonal vaginitis suggests 
that there is no absolute cure in some cases. The 
unpredictability of response to topical treatment led 
to widespread hopes that a solution to the problem 
would come in the form of a potent trichomonacidal 
drug to be given orally. However, results of recent 
studies with Tritheon® (aminitrozole) , the only oral 
medication available in the United States, have been 
uniformly discouraging!**7-1° while the newly de- 
veloped Japanese antibiotic trichomycin, despite 
high in vitro anti-trichomonal properties ascribed to 
it, proved similarly ineffective when given orally in 
at least one controlled clinical study.? Until an effec- 
tive systemic drug is developed, gynecologists must 
outline for themselves an effective plan for con- 
trolling the symptoms of this troublesome disease. 

Local therapy of trichomonal vaginitis is impor- 
tant, but it is only one facet of treatment. Tricho- 
monal vaginitis probably develops from a combina- 
tion of factors. Obviously, the organisms must be 
present, but in addition, psychosomatic factors ap- 
pear to be instrumental in bringing about a suitable 
environment for proliferation of the organism. 

The very presence of the parasite poses intriguing 
questions. Incidental to a plan for early detection of 
uterine cancer in which we have examined many 
thousands of specimens of vaginal exudate, we have 
noted innumerable cases of unsuspected trichomonal 
infestation of the vagina. 


DIAGNOSIS 


Virtually any physician will instantly recognize 
severe trichomonal vaginitis with its heavy, frothy 
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e In general practice and in gynecology, vaginal 
trichomoniasis is a frequent and troublesome 
problem. However, the trichomonas vaginalis or- 
ganism is frequently found in an apparently 
healthy vagina, indicating that symptoms, recur- 
rences, or exacerbations may depend on local 
changes in secretions, probably due in part to 
emotiona! stress. Therapy must, therefore, in- 
clude not only the topical use of an effective 
trichomonacidal drug, but also sympathetic and 
considerate listening by the physician. 

The combination of furazolidone and nifu- 
roxime in vaginal suppositories and vaginal in- 
sufflation powder was found to be an effective 
trichomonacidal compound. A total of 56 pa- 
tients with trichomonal, monilial and nonspe- 
cific bacterial vaginitis was treated with this 
nitrofuran combination with good results. 


In topical therapy, powders seem more effec- 
tive, probably because a dry environment is un- 
favorable to the flagellates. The patient should 
be instructed to insert two vaginal suppositories 
daily for the first week, then to decrease the 
dosage gradually as indicated by the physician 
after clinical examination and microscopic ex- 
amination of vaginal secretions each week. Of 
great importance is the fact that some patients 
may need long-term maintenance therapy—one 
or two suppositories weekly—especially if the 
emotional difficulties appear to be insurmount- 
able. 


discharge and petechiae in the vaginal vault. How- 
ever, milder cases of vaginal trichomoniasis may be 
more difficult to diagnose. It is wise to take fresh 
specimens of vaginal exudate from all patients be- 
fore any gynecologic examination. With the patient 
prepared for vaginal examination, but before intro- 
duction of a glove or speculum, a glass tube is in- 
serted into the posterior fornix and secretions are 
aspirated, sprayed on a slide and diluted with warm 
saline solution. The slide is immediately examined 
for motile trichomonads. If this regimen is followed, 
the organism is rarely overlooked. Palmer and Rob- 
ert of France found this examination somewhat eas- 
ier to do if the saline solution contains 1 per cent 
cresyl blue solution, which stains dead leukocytes 
violet but leaves the trichomonads and the few living 
polymorphonuclear leukocytes unstained. The con- 
tinued motility of the flagellate then permits easy 
identification. Although this technique is valuable 
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for diagnosing vaginal trichomoniasis, various other 
stains and cultures are useful as criteria of cure 
and as an aid to diagnosis of extravaginal foci of 
infection. The Papanicolaou staining method, when 
incidental to cytologic screening, is also useful to 
detect trichomonal infection. 


METHOD OF THERAPY 


For effective local therapy, the following are sig- 
nificant factors: 

1. Drying is extremely important. Any agent 
which will separate the opposing vaginal surfaces 
and possibly keep the vagina dry is of some value. 

2. Local therapy must be considered for a con- 
siderable time. 

3. It is wise to consider the trichomonad as a 
“normal” vaginal saprophyte which may be present 
without signs or symptoms. 

We have recently undertaken a study using fura- 
zolidone-nifuroxime,* a new drug combination 
which appears to be effective for the control of this 
disease. The chemical formula is N-(5-nitro-2-fur- 
furylidene) -3-amino-2-oxazolidone combined with 
anti 5-nitro-2-furaldoxime. The methods used in 
the study are as follows: 

Local Therapy. At the time of the first visit, the 
vagina is irrigated with a dilute solution of a mild 
detergent. The area around the urethral meatus is 
also cleaned, and the vagina then thoroughly dried. 
Insufflation of the vagina and the surrounding area 
with a fine-mesh trichomonacidal powder follows. 

The patient is instructed to insert a suppository 
high into the vagina each morning and night. Sup- 
positories appear to be more effective than vaginal 
creams. Furazolidone-nifuroxime vaginal supposi- 
tories have been employed recently with satisfactory 
results. An incidental problem at this stage of ther- 
apy is that the patients may occasionally complain 
that the suppository slips out of the vagina after the 
morning application; therefore, it is advisable to 
suggest the use of a perineal pad. 

The patient is instructed to use the medication 
for six days, then suspend treatment for 24 hours 
before coming in for a second examination, If there 
are no trichomonads present in the vaginal exudate 
taken at this time, insufflation is repeated, and the 
suppositories reduced to one daily. If the flagellates 
are still present, however, the use of two supposi- 
tories daily is continued. If the exudate contains no 
trichomonads at the time of the third weekly visit, 
the dose is kept at one suppository daily through the 
next menstrual period; if it does contain the organ- 
ism, two daily during the following menstrual period 
and one daily for three to five days following the 


*Tricofuron Improved—Eaton Laboratories, Norwich, New York. 
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menstrual period. The patient is then examined in 
the office, after not having used the medication for 
72 hours. If the exudate is clear of trichomonads at 
that time, the use of suppositories is reduced to one 
every other day, then increased to one daily during 
the following menstrual period and for three days 
thereafter. If the exudate remains clear after the 
second menstrual period, a further reduction is made 
to one suppository every three days and one daily 
during the third menstrual period. If the vaginal 
exudate remains entirely clear of trichomonads after 
this period, use of drugs is discontinued and the 
patient is examined at intervals thereafter. 


Douches are not advocated during treatment, but 
if the patient wishes to douche, we recommend that 
the solution used be acid; four tablespoonfuls 
of plain white vinegar to a quart of water is sug- 
gested. Some patients may feel a necessity to douche 
every morning even though not taking the medica- 
tion at the time. This we have permitted on occasion. 

Prevention of Reinfection. With this regimen, a 
certain number of patients are cleared of the infec- 
tion and remain asymptomatic. However, some will 
have recurrence and in such instances we feel it is 
essential that the sexual partner be examined by 
prosiatic massage. It is also wise to investigate 
other sources of possible reinfection—the bladder, 
urethra, Skene’s glands, and the glands about the 
vagina—by careful examination of the secretions 
from these areas. Some patients with a history of 
frequent recurrence or repeated exacerbations, de- 
spite adequate treatment, and with no apparent out- 
side source of reinfection, may have to continue use 
of small doses of the trichomonacidal drug. In such 
cases, we try to ascertain the longest interval pos- 
sible between the use of suppositories without the 
development of recurrence. Frequently one supposi- 
tory weekly is needed, and occasionally two. This 
therapy is supplemented by unobtrusive emotional 
support at each office visit, as required in individual 
cases. 

The vehicle of the trichomonacidal substance used 
in vaginal therapy is quite important. We thought 
that the ideal base would be a cream having hygro- 
scopic properties and a pH of 4 to 5 because a 
cream should spread more evenly over the mucous 
membranes than would a dissolved suppository or 
an insufflated powder. To our surprise, the powder 
appeared to be a more effective agent and the sup- 
pository the next best. This is probably due to the 
fact that trichomonads survive poorly in a dry en- 
vironment. The drug may lose some of its effective- 
ness in the moist environment created by using a 
cream. Accordingly, the best plan we have found is 
to use effective suppositories, combined with the 
insufflations as necessary. Insufflations should be 
done only by a physician. 
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Emotional Factors. It appears that many women 
who have trichomonal vaginitis, and especially those 
with frequent recurrences or exacerbations, have 
various tensions underlying their condition. Further- 
more, rapid improvement was often noted in patients 
who were able to find some emotional support or 
derive reassurance from their office visits. A notable 
contrast was seen between patients who could be so 
assisted and those who could not, although both 
groups were treated with the same techniques and 
drugs. A few brief reports of cases serve to illus- 
trate this point: 


Case 1. A recently divorced woman with tricho- 
monas vaginitis complained of being tired, chilly 
and nervous and of having difficulty sleeping at 
night. She had no children. For her to be com- 
fortable, it was necessary for her to use a small 
maintenance dose of trichomonacide. Eventually she 
remarried; shortly before she did so, she discon- 
tinued use of the drug and thereafter did not need it. 


Case 2. A woman 38 years of age began to lose 
her hair in large amounts during the postpartum 
period of her first pregnancy and because of this 
became frantic with apprehension. Severe tricho- 
monal vaginitis developed; it would not clear, but 
the patient was free of symptoms on a maintenance 
dose. Later, when the loss of hair ceased, the vagi- 
nitis cleared and no further use of the drug was 
necessary. 


Case 3. A twice-married, 29-year-old woman, 
gravida II, para II, who had transient hypertension 
and spastic colon, developed vaginitis during the 
early years of her children’s lives when she was 
somewhat confined to her home and the neighbor- 
hood. Upon psychiatric consultation she readjusted 
to some of the disturbances in her life and the vagi- 
nitis cleared. 


Case 4. A woman 38 years of age, previously ex- 
amined and treated for infertility, had been troubled 
with frequent recurrences of trichomonal vaginitis. 
She had various differences with her husband and 
took a vacation in Hawaii without him. During the 
vacation she remained free of clinical signs of the 
infestation, but they recurred with great severity 
shortly after her return home. Thereafter she re- 
mained free of symptoms while using a maintenance 
dose of the trichomonacidal drug. 

In our clinical observations there were a number 
of instances to indicate that something more intan- 
gible than chemotherapy was of great value in help- 
ing the patients to gain freedom from their disease. 
If patients with various tensions are more likely to 
suffer from trichomonal vaginitis, how might this 
be so? A change in vaginal pH is probably an im- 
portant factor. Such a change may well be due to an 
increase in the total amount of secretions from the 
cervix and the various glands in and about the va- 
gina. Some change in temperature may also con- 
tribute, possibly associated with vascular engorge- 
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ment. Certainly exacerbations are more common in 
the second half of the menstrual cycle, when the 
basal body temperature is higher. On the other 
hand, the change may be one of variances in com- 
position of the vaginal secretions themselves. 

Greenhill and Mascall* expressed belief that the 
various chemical compounds now available undoubt- 
edly cure some patients permanently and many more 
for varying periods; but, for the most part, recur- 
rences are common in trichomonal vaginitis. Moore 
and Simpson® said that there are pronounced emo- 
tional components in this disease. Many patients 
with trichomonal vaginitis have transitory emo- 
tional or psychic difficulties. When these disturb- 
ances recede, the vaginal infection often abates. 

Although as gynecologists we recognize that any 
psychotherapy we are able to provide is superficial 
at best, our psychiatric colleagues suggest that we 
are in a good condition to provide such assistance 
to our patients. All patients in this series were given 
ample opportunity to talk about their problems. The 
mere fact that the patients have a sympathetic lis- 
tener in their gynecologist may permit them to ex- 
press various fears, which may be on a sexual, do- 
mestic or social level. Reassurance and considerate 
listening very often provide major therapy for these 
patients. At the same time, of course, the chemical 
therapy carried out provides immediate relief and 
further reassurance. With individual attention of 
this kind, recurrences may be less frequent. 


RESULTS 


The clinical trial of any new drug in other than 
a double-blind experiment involves responses on the 
part of the patients and the physician which influ- 
ence the evaluation of the results. In the course of 
evaluating a new trichomonacide, we have stand- 
ardized our drug therapy and have individualized 
our patient care to the detriment of any single 
drug evaluation, but to the advantage of under- 
standing the natural history of trichomonal vagi- 
nitis. 

The active ingredients used in the product* used 
in the clinical trials here reported are Furoxone, 
a brand of furazolidone, whose chemical for- 
mula is N-(5-nitro-2-furfurylidene) -3-amino-2-oxa- 
zolidone, combined with Micofur, a brand of 
nifuroxime, the formula of which is anti 5-nitro-2- 
furaldoxime. These have been pharmaceutically 
compounded into vaginal suppositories and vaginal 
insufflation powder which are available on prescrip- 
tion. These compounds belong to the synthetic nitro- 
furans, whose antimicrobial properties have in 
recent years proved highly effective in a number of 
clinical specialties.© The related nitrofuran Fura- 


*Tricofuron Improved—Eaton Laboratories, Norwich, New York. 
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dantin (nitrofuratoin, 5-nitro-2-furfurylidene-ami- 
nohydantoin) has been orally effective in both sexes 
when treating some cases of urinary trichomoni- 
asis.**-° Although we have had no extensive clinical 
experience with it, Furazolidone is supposedly both 
trichomonacidal and bactericidal at low concen- 
trations in vitro. Because many patients with vaginal 
trichomoniasis had Candida (Monilia) albicans as 
well, an antifungal nifuroxime was added with the 
combination of nitrofurans in the compound. 

Vaginitis in 56 new patients was treated with this 
new nitrofuran combination. Of the 56, 42 had tri- 
chomonal vaginitis. Thirty-seven of the patients 
with trichomonal vaginitis were observed for more 
than four months. All 37 had vaginal discharge of 
secretions, itching or irritation. The presence of 
trichomonads was proven by microscopic examina- 
tion of specimens. All the patients were examined 
weekly. On completion of therapy, all but four were 
cleared of trichomonads in vaginal exudate, and 
all but one were free of symptoms. 

At the end of one month of treatment, all but six 
were cleared of the organism and all but one were 
cleared of the symptoms. After three months of 
therapy, the 33 patients who were free of the organ- 
ism and symptoms stopped using the compound. At 
four months 18 remained clear after going without 
therapy for one month. Patients with recurrence of 
symptoms were given a maintenance dose of the tri- 
chomonacide, and all but one of them remained 
clear of symptoms on this regimen. Five patients 
were not clear of organisms for any significant 
period. 

Although we included no controls in this series, 


other clinicians who have followed a fairly similar 
regimen compared results with those in a group 
using placebo suppositories. Rarely did patients 
receiving only placebos and using vinegar douches 
have relief of symptoms.® 

2340 Sutter Street, San Francisco 15 (Kerner). 
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Systemic Lupus Erythematosus 


Results of Treatment with Triamcinolone 


e Twenty-nine patients with systemic lupus ery- 
thematosus were treated with a new synthetic 
unsaturated prednisolone derivative, triamcino- 
lone, for as long as 11 months. This hormone is 
1.3 times as powerful as prednisone and 4.4 
times more potent than hydrocortisone as an 
anti-inflammatory agent. The average dose for 
beginning therapy in cases of mild systemic 
lupus erythematosus was 20.6 mg. a day. The 
average maintenance dose used to control mild 
exacerbations of the disease was 26.0 mg. a day. 
There was no evidence of sodium retention or 
potassium loss. 

Sixteen patients had upper gastrointestinal 
x-ray studies before and during therapy with 
triamcinolone. There was no evidence of peptic 
ulceration except in one patient who was receiv- 
ing 96 mg. a day. Nine patients had gastric an- 
alysis with histamine before and during ther- 
apy. No significant changes were noted in results 
of these tests, even in the patient who had an 
ulcer. No abnormal increase in uropepsin was 
noted in cases in which this factor was tested. 

The pattern of clinical improvement closely 


THE PROBLEMS OF THERAPY in systemic lupus ery- 
thematosus have been under study at the Los An- 
geles County General Hospital for some eight years. 
During that time 275 patients with various forms 
of the disease have been treated with salicylates, 
antimalarial drugs and steroids.5'*7 

For the 11 months preceding the preparation of 
this report the author had opportunity to study a 
group of 29 patients with systemic lupus erythema- 
tosus requiring steroid therapy who were being 
treated with a new synthetic fluorinated, unsaturated 
anti-inflammatory hormone, triamcinolone (Aristo- 
cort®). Chemically, this substance is 9 alpha fluoro 
—16 alpha hydroxy-delta one hydrocortisone.+:? The 
purposes of this report are two: One is to review 
our experiences with this new agent and compare 
the results to that produced by older steroids, and 
the other is to present the data obtained from 
routine gastrointestinal roentgenograms, gastric 
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paralleled that obtained by previous treatment 
with older steroids. There was a disappearance 
of all the clinical and laboratory abnormalities 
produced by the disease, with the exception of 
long standing renal involvement. A major dif- 
ference between triamcinolone and other steroids 
was a tendency to progressive gradual loss of 
weight, partly owing to fluid loss. Cushingoid 
appearance produced by other steroid therapy 
did not disappear. 

The cutaneous side effects, particularly Cush- 
ingoid appearance, hirsutism and striae were 
more pronounced than with older steroids. The 
most serious side effect was muscle weakness 
which appeared in six patients, all women, in 
from four to thirty-two weeks after starting 
triamcinolone. The profound muscle weakness, 
most pronounced in the quadriceps group, grad- 
ually cleared after several weeks of therapy with 
another steroid. 

Fourteen patients had received prior steroid 
therapy with all the older anti-inflammatory 
hormones and seven of them were better con- 
trolled and felt better with triamcinolone. 


analysis, and 24-hour urinary uropepsin determina- 
tions before and during treatment with this new 
steroid in order to assay its ulcerogenic tendency 
and effects on gastric secretions. 


Chemical Configuration 


Chart 1 illustrates the structure of triamcinolone 
alcohol compared to that of some of the older 
steroids. During the earlier part of the study the 
diacetate ester was utilized (acetate radical on car- 
bons 16 and 21). The structure of the alcoholic 
form is similar to that of prednisolone with the 
addition of a fluorine atom at the 9 alpha position 
and a hydroxyl group at the 16 alpha position (see 
Chart 1). Fluorination greatly increases both the 
mineral corticoid and glucocorticoid effects of all 
steroids; however, the salt-retaining effect is rela- 
tively much more increased. With the addition of a 
hydroxyl group at carbon 16 there is again elimina- 
tion of the sodium-retaining effect of fluorination 
without much loss of the increased anti-inflamma- 
tory potency.?? 


Clinical Material 


Twenty-nine patients with active systemic lupus 
erythematosus were treated. The diagnosis was 
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CORTISONE 


HYDROCORTISONE PREONISOLONE 


METHYL PREDNISOLONE 


PREDNISONE 


TRIAMCINOLONE 


Chart 1.—Configuration of triamcinolone as compared with some of the older steroids. 


proven by the observation of L.E. cells in 25 cases, 
by clinical features and skin biopsy in three cases, 
and was made on the basis of clinical features alone 
in one case. There were 22 females and seven males 
(see Table 1). The average duration of illness from 
the time of onset of disease to the time of the writ- 
ing of this paper was 92 months. Four patients were 
well stabilized by administration of steroids at the 
time of transfer to triamcinolone and 14 were hav- 
ing exacerbation of varying severity. Eleven patients 
had active disease and had not recently received 
other steroidal therapy. The average age of these 
patients at the time of treatment was 33.7 years 
with a median of 32.0 years. The average age at 
which illness had begun was 26.0 years. The mean 
duration of total hormone therapy including triam- 
cinolone was 28.2 months and the median was 
identical. The duration of treatment with triamcino- 
lone averaged 4.3 months with a median of four 
months and a range of four days to a maximum of 
10.5 months in two patients. The total experience 
was 125.2 patient-months of therapy (see Table 2). 


Principles of Steroid Therapy 


Once the diagnosis of systemic lupus erythemato- 
sus is made, the type of treatment instituted depends 
entirely on the clinical severity of the illness. If the 
presence of the disease becomes known as a result 
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TABLE 1.—Clinical Material (29 Cases) 


Per Cent 
7 29 


Number 


Diagnosis originally confirmed by: 


Clinical pictures and biopsy. 
Clinical picture alone 


of a false-positive serologic test for syphilis in an 
asymptomatic patient who has perhaps a few L.E. 
cells, then no therapy is necessary other than close 
observation of the patient. If the main complaint 
is mild rheumatoid arthritis or rheumatic fever- 
like symptoms, this often can adequately be con- 
trolled by modified bed rest and salicylates, which 
should be increased to the point of salicylism. The 
frequent use of these drugs should be encouraged 
since they reduce the requirements for anti-malar- 
ial drugs and steroids. None of the patients studied 
had allergic reaction to them. Increased bed rest, 
in addition to other treatment, is usually helpful in 
controlling symptoms in the active stages of the 
disease. If salicylates and rest fail, or if cutaneous 
lesions are present, then anti-malarial therapy 
should be instituted.> When both these measures are 
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TABLE 2.—Clinical Data on the 29 Cases of S.L.E. Treated With 
Triamcinolone 


Range Median 


Age in years (at time of therapy) 32.0 
Duration of disease in months to 

time of writing 78 
Duration of all steroid treatment 

including triamcinolone (months)... 27.0 
Triamcinolone therapy (months) *.......... 0.2-10.5 4.0 
Dosages (mg. per day) : 

Initial treatment (11 cases) 18 

Maintenance (26 cases) t 18 
Triamcinolone therapeutic ratio? : 

Xhydrocortisone (9 cases) 4.5 

Xprednisone (5 cases) .............--s0-e----0- 0.75-3.3 1.2 

prednisolone (1 case).... 

Xcortisone (1 case) 

*Total patient-months of therapy was 125.2. 


{The majority of these patients had active S.L.E, not well controlled 
| other steroids at the time of transfer to triamcinolone. This ex- 
plains the larger maintenance doses. Most of the patients initially 
treated with triamcinolone did not require large doses of anti- 
inflammatory hormones. 


¢Therapeutic ratio—Amount of drug required to produce equal 
anti-inflammatory effects on a milligram for milligram basis. This is 
determined by dividing the amount of triamcinolone required for 
maintenance into the amount of older steroids. In order to ascertain 
the dosage of triamcinolone to‘ use in transferring from another steroid, 
divide the therapeutic ratio into one: for example, with hydrocor- 
tisone the therapeutic ratio is 4.4, then the factor is 1+-4.4=0.23 (or 
23% of) the dose of hydrocortisone. 


inadequate, or if the patient either is critically ill or 
has neurological or renal involvement, steroid treat- 
ment should be started. 


The principles involved in using triamcinolone 
are identical with those used in therapy with older 
agents.57 Jf there is no clinical improvement, 
(which is best judged by the temperature response 
in the acute cases in 24 to 48 hours) then the dose 
of steroids should be increased by amounts of 25 
to 100 per cent, depending upon the urgency of the 
situation, until therapeutic response occurs. As much 
as 3,500 mg. of cortisone per day. has been used in 
treating an acute exacerbation of lupus with a suc- 
cessful outcome. There are no fixed limits of the 
dosage required to produce remissions; however, in 
several cases in which there was no clinical response 
after several days’ treatment with 3,500 mg. of cor- 
tisone per day (or the equivalent in other steroids) 
increasing the dose beyond this point did not help 
and the patients died. 


It is no longer necessary with the newer unsatu- 
rated steroids to routinely induce overt Cushingoid 
changes in the first 14 days of treatment.’ If neure, 
logical disease due to vascular systemic lupus ery- 
thematosus is present, much larger doses should be 
used and a Cushingoid appearance induced as 
‘quickly as possible in order to block progression of 
this change and initiate healing, which usually 
occurs. 


Once the patient is afebrile and the symptoms 
controlled, the amount of medication must not be 
reduced until there is general improvement in the 
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laboratory changes as well as the clinical picture of 
the patient. It is advisable to continue high dosages 
of steroids until all the abnormal physical findings, 
such as pleural effusion, pericarditis with effusion 
and other active evidences of inflammation, subside. 
Advanced renal disease is the one exception; it will 
not be benefited by continued use of large amounts 
of these hormones. Acute toxic nephritis with ele- 
vation of the nonprotein nitrogen to approximately 
100 mg. per 100 cc. will usually benefit from ster- 
oids, particularly if hypertension is absent. The 
nephrotic syndrome due to systemic lupus erythema- 
tosus will often improve. If there is no improvement 
in the renal lesions after two months of adequate 
steroid therapy with production of a Cushing state, 
then other modes of treatment such as nitrogen 
mustard must be considered.® 


When the hemoglobin level has become almost 
normal and the abnormal physical features have 
disappeared, the steroid dose is reduced by decre- 
ments of about 10 per cent. There should be a wait- 
ing period of four to seven days or longer to observe 
signs of relapse. Mild exacerbations with slight re- 
turn of symptoms often appear within 24 hours— 
the so-called rebound phenomenon. This subsides 
spontaneously in a few days without increase in 
dosage if the amount of steroid being given has not 
been reduced below the critical maintenance level, 
permitting real relapse to occur. 

. The clinical condition and the hemoglobin con- 
tent are used as the major guides to steroid therapy. 
If significant renal involvement is present, this con- 
dition is closely watched in order to determine when 
to reduce the dose. The sedimentation rate is never 
used as the main index to dosage, since it can re- 
main indefinitely accelerated in some patients de- 
spite complete clinical remissions in which no 
steroid administration is necessary. The L.E. cell 
test is helpful in gauging the overall progress of the 
disease but should not be used as a basis to deter- 
mine therapy since it requires several weeks for 
changes to occur, and many patients have persist- 
ently positive L.E. cell tests even when the disease 
is in remission requiring no medication. 


Dosage : 

The amount of steroid required varied entirely 
with the severity of the disease and the sensitivity 
of the patient to the therapeutic agent.5*7 In the 
case of the 11 patients who had received no previous 
therapy, attempt was made to estimate from past 
experience what the initial dosage ought to be. In 
making the estimate we assumed, from animal ex- 
periment and previous human studies, that the 
potency of triamcinolone was a little greater than 
that of prednisolone or prednisone.* The starting 
doses in these cases varied, from the addition of 4 
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mg. per day to the therapeutic regimen of a 19-year- 
old boy with mild arthritis which was poorly con- 
trolled by salicylates and anti-malarial drugs, to a 
maximum of 40 mg. per day in three patients with 
very active disease and multisystem involvement. 
The estimation of dosages in nine of the eleven 
cases on the basis of clinical experience and severity 
of the illness was correct and required little modifi- 
cation for control of the exacerbations. 

Five patients who had been taking prednisone 
were changed to triamcinolone. The dosage required 
for the same clinical effect was four-fifths the 
amount of prednisone; in other words, the new 
steroid had a therapeutic potency 1.3 times that of 
prednisone on a milligram basis. The range varied 
from being 0.75 times as potent as prednisone to 
being 3.3 times as powerful (see Table 2). 

Nine patients with varying degrees of control 
of the disease while taking hydrocortisone were 
changed to triamcinolone. The amount of the new 
steroid for equivalent maintenance was 0.23 times 
the dosage of hydrocortisone, or, conversely, the 
potency of triamcinolone was 4.4 times that of 
hydrocortisone on a milligram basis. The range in 
individual cases varied from 1.0 to 7.5 times as 
potent. 

One patient was changed from prednisolone, 20 
mg. per day, to triamcinolone, 20 mg. per day, with 
equally good control. In another case a severe 
exacerbation of the disease prevented a determina- 
tion of dosage equivalents. An additional patient 
was changed from cortisone, 50 mg. a day to triam- 
cinolone, 16 mg. a day, with good control. 

Ten patients during the course of treatment were 
changed from triamcinolone acetate to the alcohol 
without any difference being noted in the clinical 
effects. Theoretically, the alcohol is a 17 per cent 
smaller molecule and should have been slightly 
more potent on a milligram basis. 


Adjuvant Therapy 


All patients were permitted a normal intake of 
salt except four who had a problem with excessive 
edema due to renal involvement. They were placed 
on a 200 mg. sodium diet. Except for one patient in 
whom a trace of ankle edema developed during 
triamcinolone therapy, there was no evidence of 
sodium retention. Supplementary potassium was not 
given. Low serum potassium was not detected even 
in patients receiving a maximum dosage of 96 mg. 
a day. 

A routine regimen of prophylaxis against gastric 
ulcer, such as is usually recommended for patients 
taking over 50 mg. of cortisone per day or its 
equivalent, was not used in the present series except 
when indicated.5:* An “ulcer diet” and administra- 
tion of anticholinergic drugs were continued in two 
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patients who had recent history of duodenal ulcer. 
Two other patients who had epigastric distress from 
other steroids were also on a similar diet. Gastro- 
intestinal roentgen series, uropepsin concentrations 
and gastric analyses in these patients remained 
normal. Three additional patients received anti- 
cholinergic drugs (but were not given an ulcer diet) 
because of epigastric distress following steroid ther- 
apy. The previously mentioned gastrointestinal 
studies on these patients were normal and re- 
mained so. 


Gastrointestinal Studies 


Sixteen patients had upper gastrointestinal x-ray 
examination before and every one or two months 
while under treatment. The dose of triamcinolone in 
these cases varied from 4 mg. a day to as much as 
96 mg. a day. One patient was known to have an 
active duodenal ulcer, proven roentgenographically, 
before triamcinolone therapy. The patient followed 
an “ulcer regimen” while taking the new steroid 
and the lesion healed. In one patient who was not 
following a regimen for prophylaxis against ulcer, 
an acute superficial duodenal ulcer developed, with 
gross bright red blood in the stool, during a three 
weeks period of administration of 96 mg. of triam- 
cinolone daily. This occurred during the sixth 
month of high dosage steroid therapy. Without 
reducing the dose of triamcinolone, vigorous ulcer 
regimen was carried out and the lesion healed. Be- 
cause of a lack of general improvement despite a 
Cushingoid appearance, a month after the bleeding 
episode a change was made to 6a-methyl predniso- 
lone, 96 mg. a day, and anticholinergic drugs were 
discontinued. Ten days later a similar bleeding epi- 
sode occurred; it abated upon reinstitution of anti- 
cholinergic therapy and reduction of the dose of 
6a-methyl prednisolone. Two weeks later the patient 
died and at autopsy evidence of disseminated 
cryptococcus was observed, as well as changes of 
systemic lupus erythematosus. No evidence of gas- 
trointestinal ulceration was found at post-mortem 
examination. In the other cases no abnormalities 
were noted roentgenographically during the course 
of treatment with the new steroid. Bunim® reported 
a 22 per cent incidence of new peptic ulcers in pa- 
tients who were similarly treated with prednister- 
oids and were not following an ulcer prophylaxis 
regimen. 

Gastric analysis was done in nine patients before 
and every two months during treatment with triam- 
cinolone. Free and total acidity were determined be- 
fore and after subcutaneous injection of histamine 
phosphate, 0.1 mg. per 10 kg. of body weight. Speci- 
mens were drawn every 10 minutes after admini- 
stration of histamine for a total of 40 minutes. No 
significant changes were noted in any of the 
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patients, including the one who had a proven 
duodenal ulcer which was healing under therapy 
and the patient in whom an acute ulcer developed. 


Twenty-four-hour uropepsin determinations were 
performed by the method of West in which the 
normal range is 15 to 40 units per hour.’* Gray 
and co-workers® and Spiro'® observed that excretion 
of uropepsin is increased with steroid or corticotro- 
pin (ACTH) therapy but other investigators’? did not 
confirm this finding. Thirteen patients who received 
triamcinolone were studied as to uropepsin excre- 
tion before and every few months during therapy. 
No significant changes were noted in any of them, 
including the one in whom an acute ulcer developed. 
Results were all within the normal range through- 
out the study in seven patients. In three patients, 
including one who received 32 mg. a day for five 
months, uropepsin excretion was below the normal 
range before and throughout steroid therapy. In 
three patients, including the one with healing peptic 
ulcer, it rose from subnormal to normal levels dur- 
ing therapy. 


Results of Therapy 


The pattern of clinical improvement closely par- 
alleled that obtained in systemic lupus erythema- 
tosus by previous treatment with corticotropin and 
the other anti-inflammatory hormones. The fever 
abated in 24 to 48 hours, joint pains disappeared 
in several days and pleural effusion and cutaneous 
lesions subsided in one to two weeks. Retinal 
changes, anemia, adenopathy and cachexia gradu- 
ally improved over a period of several weeks. 
Renal abnormalities, including proteinuria, sedi- 
ment changes and nitrogen retention of short dura- 
tion, often returned to normal during steroid- 
induced remissions. The long standing renal lesions, 
particularly those associated with hypertension, are 
unaffected by hormonal therapy but seem to be 
helped by nitrogen mustard.5:* Two patients had a 
severe nephrotic syndrome of systemic lupus ery- 
thematosus with uremia and hypertension. Both 
were unaffected by doses of triamcinolone as high 
as 80 mg. a day. One patient with a mild nephrotic 
syndrome did not have diuresis with the new steroid 
but had an excellent diuresis from nitrogen mustard. 
Another patient with low grade nephropathy showed 
no change. 

In 18 patients there was a decrease in weight, 
averaging 10.7 pounds with a median of 9 pounds 
and a maximum of 18 pounds. The average loss 
in terms of per cent of initial body weight was 7.8 
with a median of 8.2 (see Table 3). The change was 
usually gradual and progressive over months rather 
than acute during the first few days of change to 
the new steroid. If there was much edema of non- 
renal origin, this disappeared within a week. Cush- 
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TABLE 3.—Clinical and Laboratory Changes Produced by 
Triamcinolone 


CLINICAL CHANGES 


Weight: 
Decreased (18 cases) (pounds), range 
6 to 18 pounds 
Decreased (loss in per cent of initial body 
weight), range 3.8 to 13.5......................:secs0e0 
Unchanged (8 cases). 
Increased (3 cases), range 3 to 29 pounds.... 
Blood Pressure (mean pressure, mm. mercury) : 
Unchanged in 20 cases. 
Decreased (4 cases) 
Increased (5 cases) 


LABORATORY CHANGES 


Hemoglobin (grams) : 
Unchanged in 16 cases. 
Decreased (3 cases) 
Increased (10 cases) 

White cell count (thous./mm.°) : 
Unchanged in 19 cases. 
Decreased (0 cases). 
Increased (10 cases) 

Sedimentation rate (Wintrobe) : 
Unchanged in 10 cases. 
Decreased (9 cases) 
Increased (4 cases) 
Inadequate data (6 cases). 

L.E. cells (rotary method) : 
Unchanged in 5 cases. 
Decreased in 7 cases. 
Disappeared fully in 4 cases. 
Increased in 2 cases. 
Remained absent in 7 cases. 
Inadequate data in 4 cases. 


ingoid appearance induced by other steroids did 
not abate. The decrease in weight is apparently 
owing to a combination of several factors: One 
is a complete lack of sodium retention with this 
steroid, even less than with prednisone; another, 
a great deal less appetite stimulation, the least 
of any of the steroids currently available; a third 
factor is muscle wasting due to probable negative 
nitrogen balance, which will be discussed below. 
In six patients, all females, there was definite overt 
atrophy of muscles of the extremities and pro- 
nounced weakness along with increased Cushingoid 
appearance. This change did not occur in any of the 
seven males in the series who were on equally large 
doses of triamcinolone. 


Weight increased in three patients, one man gain- 
ing 29 pounds after six weeks of therapy, and was 
unchanged in eight patients. Edema of one plus 
appeared in one patient—this despite a loss of 
weight. There was no evidence of a low sodium 
syndrome or potassium depletion clinically or by 
electrolyte determinations. Tests were performed 
whenever any symptoms appeared possibly related 
to these changes. 


The mean blood pressure was unchanged in 20 
cases. It decreased an average of 23 mm. (mercury) 


199 





in four cases and increased an average of 29 mm. 
in five cases. Two of the five patients with increase 
in pressure had uremia. 


Changes in Laboratory Observations 


Details of changes that occurred in results of 
laboratory determinations during therapy are shown 
in Table 3. The hemoglobin increased in ten cases, 
the increase averaging 2.7 gm. per 100 cc. with a 
median of 2.2 gm. A slight decrease occurred in 
three cases, the average decline being 1.1 gm. In 
16 instances the hemoglobin was unchanged. In 14 
of the patients the hemoglobin had already been 
elevated to a normal range by previous steroid 
treatment. 


The leukocyte content increased an average of 
5,060 per cu. mm. in ten cases, with a median of 
4,100. It was unchanged in 19 instances, and in no 
case did it decrease. 


The sedimentation rate (Wintrobe) decreased in 
nine patients an average of 23.7 mm. in one hour 
with a median of 23. It increased in four cases an 
average of 28 mm. There was inadequate data in 
six cases. ; 


L.E. cell tests performed by the rotary technique 
demonstrated a decrease in positivity in seven cases 
and an increase in two cases.® The cells fully 
disappeared in four patients within a minimum of 
four weeks. L.E. cells were unchanged in five cases 
and remained absent throughout therapy in seven 
patients, five of whom had had Le. cells before 
previous therapy. In four cases data was inadequate. 


Side Effects 


The most serious side effect of triamcinolone was 
muscle weakness. With this steroid also is associated 
greater severity of cutaneous changes such as Cush- 
ingoid appearance, acne, hirsutism and striae than 
occurred with older hormones of this type. There 
has been no problem with mineral corticoid effects 
such as salt retention or hypertension except as 
noted above. 

The side effects of triamcinolone as compared 
with those of prednisone and prednisolone are 
shown in Table 4. Only five patients in the triam- 
cinolone treated group had the benefits of prednis- 
teroid therapy before they began taking the newer 
hormone. Hence the two groups are somewhat com- 
parable, for they either were untreated before the 
use of steroids was begun or had been treated with 
cortisone or hydrocortisone for the most part. The 
incidence of Cushingoid appearance with moon face 
was quite similar in both groups. Severe hirsutism 
was noted in 21 per cent or six cases of the triam- 
cinolone treated group as against 3 per cent in the 
prednisteroid group. Hirsutism appeared within 
four weeks on doses of triamcinolone as low as 16 
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TABLE 4.—Side Effects of Triamcinolone Compared With Those in 
a Similar Series of Patients Treated with Prednisone and 
Prednisolone 


No. Cases Per Cent on 
in Patients Prednisone 
Receiving Per or 
Triamcinolone Cent Prednisolone* 


CUSHINGOID APPEARANCE 


After transfer from older steroids: 
Increased 
Decreased 
Unchanged 

Initial appearance after starting 
triamcinolone as first steroid 

Initial appearance after transfer to 
triamcinolone from other ster- 
oids 

None at any time while receiving 
triamcinolone 

Total number who developed or 
maintained Cushingoid features.. 13 


OTHER SIDE EFFECTS 


Pronounced hirsutism 
Acne 

Striae (marked) 
Ecchymoses (marked) 
Edema 

Muscle weaknesst 
Diabetes mellitus (severe) 
Epigastric distress 

Peptic ulcer? 


*Data from the author’s comparable series of 37 cases treated with 
rednisone or prednisolone.* The patients in this series had previously 

Cree treated with hydrocortisone, cortisone and corticotropin. Fifteen 
of these patients subsequently had triamcinolone. 

tOccasionally profound leg weakness may occur in active systemic 
lupus erythematosus due to spinal cord or peripheral nerve vascular 
involvement. This is quite rare and usually responds well to increased 
steroid therapy. 7 

{The patients on triamcinolone were not on a prophylactic ulcer 
regimen whereas all those on prednisone or prednisolone had n. 


BWNOAWWA WwW 


mg. a day and was much more pronounced than the 
author observed with the older steroids. At times 
the entire forehead was covered with hair. No 
excessive hirsutism of this type was found in males. 
The medication was stopped in one patient because 
of hirsutism. Striae and ecchymoses were more 
severe and common with the newer steroid, being 
prominent in 14 per cent of cases, as against 3 per 
cent with prednisteroids. Edema accumulated in 
only one of the patients receiving triamcinolone and 
in 6 per cent of the prednisteroid group. 

Two patients treated with triamcinolone noted 
epigastric burning after taking the hormone. In one 
case the burning abated when the patient ingested 
an antacid preparation for several weeks while re- 
ceiving the steroid, and in the other case it spon- 
taneously disappeared. In neither patient was there 
significant change in the conditions observed in the 
gastrointestinal studies previously discussed. One 
patient in the prednisteroid series developed similar 
epigastric symptoms despite a prophylactic ulcer 
regimen; one patient on triamcinolone, as noted 
above, developed an acute peptic ulcer. Routine 
prophylactic ulcer therapy was not employed in the 
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triamcinolone series, whereas it was in the prednis- 
teroid group. 

The most serious side effect of triamcinolone 
therapy was the appearance of profound muscle 
weakness, particularly in the extensor muscles of 
the legs and occasionally in the deep back muscles. 
The patients were characteristically unable to rise 
from a chair without using their hands or climb 
stairs without holding the bannister. They could 
not rise from a squatting position unaided. These 
symptoms appeared in from four weeks to as long 
as 32 weeks after therapy was begun. The average 
time of appearance was 13 weeks with a median of 
five weeks. The lowest dose at which it appeared was 
12 mg. a day. There did not appear to be a relation- 
ship between the largest doses and the development 
of this side effect. 

The onset of this change was quite insidious but 
when fully developed it was profound and necessi- 
tated cessation of the steroid in all six eases. It did 
not occur in males. In all cases the development of 
weakness seemed to be preceded by a severe Cush- 
ingoid appearance with definite atrophy of the ex- 
tremity muscles. Weakness in the upper extremity 
was not as evident as in the lower. Electrolyte 
studies in four cases showed the serum sodium and 
potassium to be normal. Two patients were changed 
to prednisone and four to hydrocortisone in equiva- 
lent dosages. About two weeks after the change, their 
strength gradually began to return to normal. One 
of the patients had transitory paresthesia for one 
day in her legs and she could have had primary 
weakness due to vascular systemic lupus erythema- 
tosus. None of the other patients had any sensory 
changes. Reflexes were intact and active in the legs. 
These changes were similar to the quadriceps weak- 
ness seen in hyperthyroidism and myasthenia gravis. 

Case 1 below illustrates the appearance of muscle 
weakness while the patient was receiving triamcino- 
lone as well as refractoriness of the renal lesion to 
diuresis without the aid of nitrogen mustard. 


Case 1. A 31-year-old Chinese housewife became 
ill in March, 1954, with butterfly area rash, loss of 
weight, arthralgia and pleuritic pain. Upon biopsy 
of a specimen of skin lupus erythematosus was 
diagnosed and the patient was given cortisone, 75 
mg. a day, with only moderate relief of symptoms. 
When first examined by the author, in November 
1954, the patient was slightly Cushingoid. Blood 
pressure was 150/85 mm. of mercury. A grade II 
blowing systolic murmur was present in the pul- 
monic area. There was no edema. The patient had 
normocytic anemia, the hemoglobin content being 
11.2 gm. per 100 cc. The sedimentation rate (Win- 
trobe) was 56 mm. in one hour. The reaction of 
the L.E. cell preparation was 4 plus. Upon urinaly- 
sis, 4 plus albuminuria was noted. The urinary 
sediment contained many hyaline and granular 
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casts and oval fat bodies. Urinary protein excre- 
tion was 8.5 gm. in 24 hours. Blood urea nitro- 
gen content was 42 mg. per 100 cc. and chol- 
esterol 280 mg. per 100 cc. Phenolsulfonphthalein 
clearance was 26 per cent in 15 minutes and in 2 
hours was 77 per cent. Hydrocortisone, 20 mg. four 
times daily, was substituted for the cortisone the 
patient had been taking, and 20 mg. of nitrogen 
mustard was given intravenously. By February, 
1955, there had been no change in the urine, al- 
though the blood urea nitrogen had decreased to 26 
mg. per 100 cc. Another 20 mg. of nitrogen mustard 
was given. During the following two months, albu- 
minuria decreased to 2 plus and there was a decided 
decrease in abnormal elements in the urinary sedi- 
ment. There were about 30 erythrocytes per high 
power field and no casts. As the Cushingoid ap- 
pearance continued, a change was made to predni- 
sone from hydrocortisone but the appearance did 
not change. By May of 1956, the patient was 
asymptomatic and results of urinalysis were un- 
changed. All steroids were discontinued. In Novem- 
ber, 1956, gross hematuria suddenly appeared. 
Morning periorbital edema and low grade fever 
were present. There were red cells and granular 
casts in the urine. Blood urea nitrogen was 45 mg. 
per 100 cc. and cholesterol, 160 mg. Prednisone, 
80 mg. a day, was begun and diuresis lowered the 
body weight by 6 pounds. After four days the urine 
returned to normal in color and the number of 
erythrocytes returned to the previous level of 40 
per high power field. In May, 1957, the patient 
felt well and again all steroids were discontinued. 
The albumin reaction of the urine was 1 to 2 plus, 
and moderate numbers of red cells and casts of 
various types were noted. 

On October 29, 1957, the patient noticed increas- 
ing periorbital edema in the morning and definite 
ankle edema. The blood urea nitrogen was 26 mg. 
per 100 cc. The urinary protein reaction was 4 plus. 
Triamcinolone was begun, 10 mg. four times daily. 
By November 9 the ankle edema had increased to 
2 plus and a dry cough began. Striae on the feet 
from the edema and administration of steroids were 
noted. The urinary protein reaction decreased to 1 
plus. Because of progressive gain in weight and 
edema, chlorothiazide (Diuril) 1.0 gm. twice daily 
was added but without much response. Three days 
later the dose of the diuretic was increased to 1.0 
gm. four times daily and still there was no reduction 
in weight. At this time the blood urea nitrogen was 
46 mg. per 100 cc. and the cholesterol content 617 
mg. per 100 cc. On November 14, 1957, 20 mg. of 
mustard was given intravenously. Within two days 
the body weight decreased 4 pounds, and in the next 
12 days another 15 pounds. On November 19 the 
dose of chlorothiazide was reduced to 0.5 four 
times daily, then was omitted completely the follow- 
ing week. This diuretic had no apparent effect on 
the edema. On November 29 the blood urea nitrogen 
was 29 mg. per 100 cc. and only a trace of edema 
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remained. At about this time the patient noticed 
the insidious onset of muscle weakness; she was 
unable to rise from a chair without using her hands 
to lift herself. During the next few weeks weakness 
progressed to the point that the patient could not 
climb stairs without pulling herself up on the ban- 
nister. When examined again on December 10, she 
had become decidedly Cushingoid, with apparent 
atrophy of arm and thigh muscles. She was com- 
pletely unable to rise from a chair without using 
her arms. When asked to rise from a squatting 
position, she collapsed to the floor and was unable 
to lift herself without help. Triamcinolone, which 
was being given at the rate of 32 mg. a day, was 
discontinued and prednisone, 20 mg. a day, was 
begun. (Although serum electrolytes were not de- 
termined in this case, serum electrolytes, including 
potassium, were within normal limits in four of the 
six patients in whom these tests could be done.) 
In the ensuing three weeks the patient had gradual 
improvement of strength and finally could rise from 
a chair unaided. Because of persistent urinary ab- 
normalities, with rise in albuminuria to 4 plus, the 
dose of prednisone was increased to 40 mg. a day. 
During the following week the ankle edema in- 
creased to 2 plus. The weakness did not return 
although the patient continued to receive this larger 
dose for an additional three weeks. 


Case Summary 


In the foregoing case profound muscle weakness 
appeared six weeks after the administration of 
triamcinolone was begun and disappeared gradually 
three weeks after a change was made to prednisone 
in equivalent doses. The patient had received corti- 
sone, hydrocortisone and prednisone in equally high 
doses previously and weakness had not developed. 
Also in this case the effectiveness of nitrogen mus- 
tard as a diuretic agent was demonstrated, the drug 
bringing about amelioration of the renal lesion of 
lupus after steroids and chlorothiazide failed. In 
addition, the benefit of steroids in acute glomeru- 
lonephritis due to systemic lupus erythematosus was 
shown. 


DISCUSSION 


Triamcinolone seems to have a definite place 
among the anti-inflammatory agents. It has less 
sodium-retaining property than other steroids cur- 
rently available. It has no significant gastrointestinal 
stimulating activity, which should make it useful 
in patients who have had problems with peptic 
ulceration on older steroids. The development of an 
acute duodenal ulcer in one of the patients in the 
present series without changes in the gastric analy- 
sis and uropepsin excretion suggests that the mech- 
anism of ulceration of the stomach and duodenum 
may not be related to acid or pepsin secretion but 
be caused by other factors such as a decrease in 
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viscosity of gastric mucus or perhaps retardation 
of normal healing by the steroids.1%1 


Many patients are helped more by triamcinolone 
than by the older steroids. Fourteen of the patients 
in the present study had received previous therapy 
with all the older anti-inflammatory hormones and 
seven of them were better controlled and felt better 
with triamcinolone than with previous steroids. 
Male patients showed no Cushingoid features while 
receiving this steroid, even in doses as high as 48 
mg. per day for six weeks. In men triamcinolone 
may be the agent of choice. 


The most serious side effect of triamcinolone in 
systemic lupus erythematosus is muscle weakness. 
It was observed in about 10 per cent of rheumatoid 
arthritic patients.* In that series it was of only minor 
degree, but the dosages used were smaller than those 
given in the present series. It is noteworthy that 
in the present series muscle weakness did not occur 
in males, possibly due to the protective action of 
testosterone against the protein catabolic action of 
triamcinolone. 


Triamcinolone has more cutaneous side effects 
than the older hormones, hence would not be the one 
of choice for beginning therapy in the average 
patient. 


Another disadvantage of this agent is that it, like 
the rest of the unsaturated steroids, varies greatly 
in potency from patient to patient. In some cases 
these hormones are of the same potency as hydro- 
cortisone on a milligram basis, and in others they 
are ten times as powerful. Because of this great 
variability in dosage and individual unpredictability 
of action, I prefer to begin treatment in the average 
case of systemic lupus erythematosus with hydrocor- 
tisone unless there is a problem of cardiorenal 
disease. 

435 North Bedford Drive, Beverly Hills. 
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For Your Patients—A number of specialists have asked that a slight copy change be made in 
Message No. 1. This has been done: and now Message No. 1A is available as well as Message No. 1. 


A Personal Message to YOU: 


I consider it both a privilege and a matter of duty to be available in case of an 
emergency. However, you can understand that there are times when I may not be on call. 
I might be at a medical meeting outside the city, on a bit of a vacation—or even ill. 

Consequently, I thought it would be a good precaution if—on this gummed paper 
which you can paste in your telephone book or in your medicine cabinet—I listed num- 
bers where I can be reached at all times. Also, the number of a capable associate as an 


added service. Here they are: 


OFFICE 


OFFICE 


HOME 


ASSOCIATE DOCTOR 


Sincerely, 


MESSAGE NO. 1A. Attractive, postcard-size leaflets printed on gummed paper, you to fill in tele- 
phone numbers and your signature. Available in any quantity, at no charge, as another service to CMA 
members. Please order by Message Number from CMA, PR Department, 450 Sutter, San Francisco. 
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Arthritis 


The Use of Physical Therapy as an Aspect of Management 


DuRING THE YEARS in which cortisone, gold and 
salicylates have established their value and their 
limitations—in the treatment of arthritis, progress 
has been made too in the methods of physical medi- 
cine, although often such methods have been neg- 
lected by physicians. The author has observed 
cases in which the steroids were used to control the 
inflammation while the other effects of disease— 
contractures, muscular atrophy, deformity, osteo- 
porosis and the ability of the patient to carry out 
the activities of daily living—were ignored. The op- 
posite emphasis, indeed, is necessary: In a large 
number of cases the inflammatory stage can be 
adequately controlled by physical measures such 
as heat, hydrotherapy, ultrasound, exercise, avoid- 
ance of trauma, and carefully planned rest, all of 
which can also aid recovery. 


Obviously, joint tuberculosis and malignant dis- 
ease must be ruled out before physical therapy is 
considered. Thickening of the synovium, for exam- 
ple, may be due to sarcoma. 


Heat Therapy 


Heat relieves spasm and pain, dilates vessels, 
increases circulation, improves tissue metabolism 
and hastens the absorption of exudates. Heat may 
be applied locally or generally. It should not be 
applied to a limb with arterial insufficiency where 
the resulting increase in tissue metabolism may not 
be compensated by sufficient vasodilatation and hy- 
peremia, for gangrene may result. 

Heat from electric lamps—luminous heat—is use- 
ful for all stages of rheumatoid and osteo-arthritis. 
In the clinic a 1,000-watt tungsten-filament light 
bulb is used, but for home use a 250-watt bulb with 
reflector is adequate, or a luminous baker can be 
built of sheet metal with a scrap-iron frame and 
four 60-watt bulbs. 

The paraffin bath at 130° F. is used in the treat- 
ment of hands and elbows, but is objectionable for 
treatment of the feet because it quickly develops an 
odor from perspiration. The affected area is momen- 

Presented before a Joint Meeting of the Sections on Industrial 
Medicine and Surgery and Physical Medicine at the 87th Annual 


Session of the California Medical Association, Los Angeles, April 27 
to 30, 1958. 
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e In some cases arthritis can be controlled even in 
the acute stage by physical therapy alone. In 
many cases, recovery depends on how thoroughly 
and intelligently such methods are applied. 


Heat, ultrasound and therapeutic baths relieve 
pain and spasm, permitting greater freedom in 
passive and active exercise. Exercise is necessary 
in maintaining and restoring function to arthritic 
limbs. Because the atrophy produced by rheuma- 
toid arthritis is greater than that due to mere 
disuse for the same length of time, resistive 
exercise is especially valuable in building muscle, 
and this can be carried out even during active 
inflammation. Without exercise the muscles 
weaken and throw a greater burden on the al- 
ready disabled joints. 


At the same time the patient must be relieved 
of undue stress and trauma by planned rest, 
splinting, bed posture and, later, crutches and 
other aids to ambulation. Efforts should be 
made to prevent contractures and deformities. 


Occupational therapy increases muscle 
strength, range of motion, work tolerance and 
mental status. A dynamic and carefully planned 
rehabilitation program hastens restoration of the 
patient’s independence and usefulness. 


tarily dipped in the paraffin, which is then allowed 
to harden. This is repeated until a thick coat has 
collected; then the area is allowed to remain in the 
bath or is covered with towels for 30 minutes to 
retain the heat. The exposed skin must not be left 
in the bath as the coated area is, or it will burn. 
Moving a coated joint breaks the coating. For home 
use four pounds of paraffin (usually 16 blocks in 
the commercial form) is mixed with a cup of min- 
eral oil, and this solution may be used repeatedly. 
It is highly inflammable and must be kept from open 
flame. 


Short-wave and microwave diathermy is not ad- 
visable in the treatment of acutely inflamed joints 
because it often aggravates pain. 


Another method of applying heat is with moist 
packs containing a colloidal gel filter which has 
absorbed water during storage in a thermostatically 
controlled tank. Such packs supply at least 30 min- 
utes of effective moist heat. 
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Ultrasound Therapy 


Ultrasound helps to decrease arthritic pain, mus- 
cle spasm, joint swelling and inflammation.® It 
is also used after intra-articular injection of ster- 
oids to aid dispersion. An application of one- 
half watt to one watt per square centimeter from a 
moving source has produced no cumulative or 
harmful effect.5 


Roentgen Therapy 


Neither heat nor ultrasound should be applied 
concurrently with roentgen therapy, as their use 
makes it difficult to determine which of these 
methods is the cause of any redness or vasodilata- 
tion that may result. Ultraviolet therapy has been 
used to relieve psoriatic arthritis skin lesions. Roent- 
gen therapy may decrease pain and inflammation 
in rheumatoid spondylitis, and during such relief 
the patient is given intensive breathing and postural 
exercise. Irradiation should not be considered, 
though, before a patient has had adequate trial of 
ultrasound and luminous heat. Ultrasound has been 
credited with relief comparable and in some cases 
superior to that of roentgen therapy.® If arthritis is 
due to lupus erythematosus, exposure to sunlight or 
to any light in the ultraviolet spectrum may cause 
acute exacerbation of the underlying disease. 


Baths 


Thermal baths, covering the patient to the shoul- 
ders, are given at a temperature of 100° to 103° F. 
for 10 minutes. At the higher temperature, in the 
author’s experience, the patient’s oral temperature 
was raised on the average by 3° F. and in some 
cases of peripheral rheumatoid arthritis to 105° F. 

Besides this effect, thermal baths produce vaso- 
dilatation, increase the cardiac rate, the metabolic 
rate and the peripheral circulation, promote dia- 
phoresis, absorption of exudates and diuresis and 
relieve muscular spasm and pain. After a bath the 
patient should be wrapped in blankets and allowed 
to cool gradually for 30 minutes. He should be 
warned not to take a hot bath at home immediately 
before retiring for the night, because the bedding 
will become soaked with sweat. 


Thermal baths are contraindicated in tuberculosis, 
heart disease, dyspnea, pregnancy, menstruation, 
aneurysm, hypertension, hemorrhagic disease, mod- 
erate or severe peripheral vascular disease, der- 
matophytosis and blood chloride deficiency (heat 
prostration) . 


Whirlpool baths permit the application of even 
warmer water to the extremities, as the massaging 
action of the whirling water produces a relative 
surface anesthesia. Debilitated patients may tolerate 
no more than a 105°F. temperature, but usually 110° 
is acceptable. The combination of heat, anesthesia 
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and buoyancy releases pain and spasm and thereby 
increases the range of motion of the immersed joints 
and permits exercise. 

The therapeutic pool is especially useful for exer- 
cise, with the buoyancy of the water acting as either 
an assistive or a resistive force. The buoyancy may 
aid in early ambulation. Passive exercise can be 
given while the patient lies on a table in the pool, 
with the warm water reducing pain and spasm. 
Patients should not share a pool if they have res- 
piratory infection, fever, acute infectious disease, 
draining wounds or skin infection, or if menstru- 
ating or incontinent. 

The Hubbard tank, with water at 100°F., is fre- 
quently used for patients with inflammation of sev- 
eral joints. The agitators can be moved about to the 
affected joints while exercise is carried out. Patients 
who cannot walk can be lifted into a pool or a 
Hubbard tank on a stretcher attached to an over- 
head crane. 

When a patient with an open wound or draining 
infection is treated by any kind of bath, an antibac- 
terial emulsion (pHisoHex®) is added to the water. 


Contrast baths are given by immersing an ex- 
tremity ,at 100°F. for 10 minutes and then at 60° for 
one minute, then in the hot water for four minutes 
and the cold for one minute alternately for a half 
hour. In rheumatoid arthritis, it has been observed, 
vasoconstriction due to cooling is more pronounced 


and prolonged. According to Fricke and Gersten? 


the majority of their patients with rheumatoid arth- 
ritis received no remarkable relief from contrast 
baths. This treatment should be used with caution 
in patients who have any tendency toward peri- 
pheral vascular disease, since it may cause pro- 
longed spasm of the peripheral vessels unrelieved by 
the ensuing application of heat and possibly result 
in thrombosis. 


Another measure, sometimes used to relieve pain 
and muscular spasm, is ethyl chloride spray. 


Exercise 


Therapeutic exercises should be continued 
throughout the patient’s life. They begin with pas- 
sive exercise in which the muscles should be com- 
pletely relaxed while the therapist moves the part 
through the indicated range of motion, not only to 
maintain but to increase this range and prevent 
ankylosis and contracture. The exercise may vary 
from a few repetitions in a limited range to strong 
stretching of contractures, but the. extent must be 
definitely prescribed. Forceful manipulation of the 
wrists and fingers may induce intra-articular hem- 
orrhage, adhesion, and subsequent shrinking of the 
capsule. Gentle stretching more efficiently corrects 
deformity or contracture, although manipulation 
may be indicated for the larger joints. As mentioned 
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above, heat is applied to reduce pain and bring 
about relaxation and vasodilatation before any form 
of exercise. 

Isometric muscle-setting exercise is the voluntary 
contraction and relaxation of muscles without joint 
motion. It may be carried out while the part is in a 
cast or splint. 

In assistive exercise the patient moves the part 
through the full range of motion with the therapist 
assisting, perhaps only to initiate the motion or to 
carry it beyond the voluntary range. The patient 
may assist himself with an uninvolved limb or 
through pulleys and other mechanical devices such 
as the shoulder wheel and the finger stepladder. 
Weight and friction may be overcome by such de- 
vices as roller skates and powdered surfaces. 

Because the atrophy brought about by rheuma- 
toid arthritis is greater than that caused by mere 
disuse for the same length of time, resistive exercise 
is important in building muscle. Repetitive exercise 
against low resistance increases endurance, but 
fewer repetitions against maximum resistance builds 
muscle strength, power, girth and bulk. This dif- 
ference is due to the “all or none” principle that 
the individual muscle fiber either contracts maxi- 
mally or does not contract at all. The greater the 
resistance against a muscle bundle, the greater the 
number of fibers that take part in the contraction. 
A few repetitions against maximum resistance allow 
the patient to contract all muscle fibers before 
fatigue develops. Resistance can be applied by the 
therapist or by sandbags, bar bells or dumbbells. 
The Elgin exercise table provides pulleys and 
weights for either assistance or resistance through 
all ranges of motion. 

Active joint inflammation does not contraindicate 
resistive exercise; on the contrary, strengthening 
surrounding skeletal muscles has both a prophylac- 
tic and a therapeutic effect, for strong muscles help 
to support the inflamed joint, whereas weak muscles 
throw the burden on soft tissues such as the capsule, 
the ligaments and the articular surfaces. 

For resistive exercises, the amount of weight ap- 
plied and the goniometric readings should be re- 
corded. Flexion and extension of the joint should be 
slow and complete at each effort. Resistive exercise 
of uninvolved areas keeps them in condition to aid 
rehabilitation. 


A special exercise is needed for the vastus 
medialis, which carries the knee through the last 10 
degrees of extension and locks it. When the knee is 
extended by a swinging motion the momentum com- 
pletes the extension without the vastus medialis con- 
tracting. This muscle benefits from static loading 
exercise in which the leg is held horizontally ex- 
tended from the knee while weights are added to 
the ankle. 
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Exercise aids in dispersal of injected steroids 
throughout a joint and adjacent surfaces. 


Rest 


A patient with rheumatoid arthritis should have 
scheduled rest periods during the day as well as 
sufficient sleep at night, but absolute bed rest with- 
out any exercise or motion is harmful. All efforts 
should be made to encourage him to keep his joints 
moving. If the patient will not or cannot carry out 
active or assistive exercise he should be passively 
exercised through the full range of motion. Even in 
the presence of severe inflammation or debilitation, 
assistive and, usually, active exercise can be carried 
out if the patient is properly motivated. 

Absolute bed rest would be prescribed with much 
hesitancy if its adverse effects were considered: loss 
of protein, minerals and vitamins; muscle weakness 
and atrophy, contracture, osteoporosis and reduc- 
tion of postural steadiness. Osteoporosis can cause 
hypercalciuria, while the recumbent position re- 
duces urinary drainage and may contribute to for- 
mation of urinary calculi. After prolonged bed rest, 
great caution must be used in resuming ambulation, 
because of the abnormal bone fragility. 


Elimination of Trauma 


Trauma in arthritis can be caused by overweight, 
by weight-bearing on unstable or flexed joints, by 
poorly fitted shoes, by poor posture, by occupational 
stress and even by psychic stress. 


Patients with rheumatoid arthritis often lie in bed 
with knees and elbows in flexion, and contractures 
quickly result. Sometimes this effect is promoted 
by the placing of pillows under the knees, or by 
raising the hospital bed at this point. The con- 
trary effect should be sought, the patient lying 
flat with a footboard and cradle supporting the 
blankets to prevent footdrop, and with pillows or 
sandbags placed along the lateral aspect of the lower 
extremities to prevent external rotation of the hip. 
The arms should be kept semi-abducted with the 
elbows and wrists straight and small folded towels 
placed under the palms. For a change of position, 
lying on the abdomen prevents and corrects flexion 
deformities of the hips. 


Splinting may help to relieve spasm and deform- 
ity, but it should be adapted to the degree of 
deformity present.’ 


Flexion deformities of the knee, knee effusion or 
weakness of the quadriceps contraindicates full 
weight-bearing, for ambulation on a flexed knee 
throws an abnormal postural strain on other joints 
and on the back. Wheelchair footboards holding the 
knees extended are indicated in acute knee involve- 
ment. Sitting in a chair for long periods causes 
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flexion deformities of hips and knees. Patients with 
lower extremity weakness may ambulate in a pool or 
with the aid of parallel bars, a walker or crutches. 

In acute involvement of the feet, full weight-bear- 
ing should be limited, for there is a tendency for a 
rigid valgus equinus to develop, with a flat anterior 
arch and cocked-up toes, and for the metatarsal 
phalangeal joints to become deformed by subluxa- 
tion. 


Rheumatoid Spondylitis 


Rheumatoid spondylitis causes flattening of the 
lumbar curve of the spine, limitation of motion, 
dorsal kyphosis, radiculitis and compensatory ex- 
tension deformity of the neck. Usually the shoulders 
become involved, resulting in limitation of mo- 
tion, and therefore they should be exercised early 
in the course of the disease before the involvement 
is manifest. Chest expansion should be recorded 
early, for it decreases as the ribs slope down an- 
teriorly and tend to become fixed in that position. 
The patient’s height, too, should be measured, as 
also the distance from his fingers to the floor as he 
stands with the spine flexed. 


Ultrasound and luminous or moist heat relieve 
radicular and other pain and spasm in rheumatoid 
spondylitis, The patient should practice intensive 
breathing and postural exercises. He should sleep 
on a bed board. Several times a day he should lie 
on a hospital bed with his head at the foot end and 
the knee elevator raised under his dorsal region, pro- 
ducing hyperextension of the spine. Pillows placed 
under the thoracic spine also accomplish hyper- 
extension. 


A spondylitic patient should not remain upright 
for long periods. When he begins to slump he should 
rest in recumbent hyperextension, even at work, 
several times a day. A back brace is undesirable for 
several reasons. The strong extensor muscles of the 
spine serve as the best “back brace,” and if an 
artificial brace is used the patient tends to neglect 
his exercises on the excuse that the brace is suffi- 
cient. On discarding the brace, he has increased 
weakness of the back extensors and deformity 
quickly develops. The extensor muscles of the spine 
should be intensively exercised, while lumbar lor- 
dosis is corrected by straight-leg raising and sitting- 
up exercises that strengthen the abdominal muscles. 


Other Arthritic Diseases 


Osteoarthritis, although a degenerative disease, 
may result from prolonged joint irritation or 
trauma, which should be eliminated. Overweight, 
for example, may cause hypertrophic arthritis of the 
weight-bearing joints—the hips, the knees and the 
lumbar spine. The pain-relieving and spasm-reliev- 
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ing measures discussed above’ may be applied. If 
the cervical spine is involved, mechanical intermit- 
tent traction may be used to relieve radiculitis. Mild 
passive, active and assistive exercises are indicated. 


Degenerative disease of the hip, coxae malum 
senilis, causes softening, osteoporosis and sometimes 
vascular necrosis of the femoral head. The glutei 
and thigh extensors become weakened. Forward in- 
clination of the pelvis may cause low backache, and 
flexion and adduction contractures of the hip de- 
velop rapidly. Treatment is centered about decreas- 
ing trauma and weight-bearing on the hip. Obesity 
must be reduced, crutches may be necessary, and 
the patient may be exercised by ambulation in 
parallel bars or in water. These active exercises, as 
well as passive methods, are aimed at maintaining 
both muscle strength and range of motion. Flexion 
contracture of the hip may be prevented by having 
the patient lie on his abdomen and exercising the 
extensor muscles of the hip. Traction may relieve 
such deformity and take pressure off the hip joint. 


Occupational Therapy 


Occupational therapy improves muscle strength, 
range of motion, work tolerance and mental status 
through creative and productive activity. 


The psychiatric function of occupational therapy 
is to correct or ameliorate extreme depression, agi- 
tation or anxiety, to which the arthritic patient is 
particularly subject. 


Tonic therapy keeps the patient’s mind occupied 
and prevents deconditioning of uninvolved mem- 
bers. The project chosen should be interesting to 
the patient, providing incentive, and should not be 
too difficult, for failure to accomplish it leads to 
discouragement and depression. 


Kinetic occupational therapy maintains and in- 
creases range of motion and muscular strength of 
the affected parts. As the patient’s condition im- 
proves, the therapeutic tasks should be changed to 
require stronger effort and greater range of motion. 
The bicycle saw may be given added resistance and 
the pedals can be moved outward for a greater 
cycle. On a printing press the patient reaches far 
above his head to pull the handle down to chest 
height, and pulleys and weights may be added to 
resist his effort. The pronounced atrophy and weak- 
ness of the intrinsic muscles of the hand, partic- 
ularly the interossei, are corrected by cord knotting. 
Working with bouncing clay increases both strength 
and range of hand motion. Weaving on a loom 
exercises upper and lower extremities through a 
wide range of motion. 


Metric occupational therapy demonstrates meas- 
urably the patient’s increase in work tolerance and 
strength to the level demanded by daily living and 
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by the patient’s occupation. This in itself can pro- 
vide an incentive for effort as the work load is 
systematically increased within the tolerance of pain 
and fatigue. 

Occupational therapy can be given initially on the 
ward, but as soon as possible the patient should be 
sent to the occupational therapy shop to release him 
from the confines of his room and allow him to 
visit with other patients, who encourage each other 
by their progress and group spirit. 


REHABILITATION 


The rehabilitation of arthritic patients is impor- 
tant to both the humanitarian and the economic 
aspects of preventing a great segment of our popu- 
lation from becoming helpless cripples. Rheumatic 
diseases lead all other diseases and disorders as the 
greatest cause of workdays lost because of disa- 
bility—it is estimated, 80 million workdays each 
year in the United States. Half of the 11,000,000 
Americans who have rheumatic disease are partially 
or totally disabled, incurring an annual loss of over 
two billion dollars in welfare and disability pay- 
ments, medical expenses, lost wages and taxes.’ An- 
other 2.8 million have been forced to change their 
occupation or lessen their output.? The disabled 
patient may require the services of another member 
of the household to assist him in self-care, thus 
decreasing family earning power. 


A dynamic rehabilitation program prepares the 
patient to become a productive wage earner and 
active member of society. He is trained in the ac- 
tivities of daily living such as toilet needs, dressing, 
combing his hair, shaving and feeding himself. 
Capability of self-care allows the remainder of the 
family to be gainfully employed. The patient lacking 
motivation is difficult to treat, failing to carry out 
his treatment program and making little effort to 
correct his deformities. To insure proper motivation 
and instill confidence a detailed progressive objec- 
tive rehabilitation program should be formulated. 
The therapist should reassure the patient, impart 
enthusiasm, listen to his problems, gain his confi- 
dence, and allow him to ventilate his anxiety, anger 
and hatred. The residual disability that will persist 
after the most intensive rehabilitation efforts should 
be determined. Psychometric and vocational testing 
determine the patient’s innate attributes, manual 
dexterity, coordination, mental status, intelligence, 
mechanical or artistic inclinations and specific cen- 
ters of interest. His basic education, emotional sta- 
bility and personality are evaluated. The patient’s 
interests, ability, motivation and progress can be 
observed while he works in the various physical 
medicine departments. Several occupations which 
are particularly suited for the patient are deter- 


mined—those that he has a reasonable chance of 
succeeding in without physical, emotional and men- 
tal strain. When he has made his choice, training 
is immediately instituted to prepare him for its 
requirements. Definite progression toward this ulti- 
mate goal provides motivation, whereas haphazard 
palliative treatment lacking direction as to an ulti- 
mate realistic goal is demoralizing, frustrating and 
confusing. The value of each prescribed activity in 
securing this goal is emphasized to the patient. 


Retraining may be carried out by the educational 
therapy and manual arts therapy sections of a Vet- 
erans Administration hospital. The California State 
Department of Vocational Rehabilitation will aid in 
supplying both therapy and training for those who 
can be returned to productive occupations. Volun- 
teer skilled and professional people from the com- 
munity may teach patients. Many colleges supply 
practice teachers. The hospital and public libraries 
can supply textbooks. The patient may obtain a high 
school diploma during hospitalization, or may take 
correspondence courses for high school, college or 
technical vocational training. He may receive treat- 
ment and prevocational training in a rehabilitation 
center and later work in a “sheltered workshop.” 


Arthritic patients who thrive on attention encour- 
age others to care for them rather than care for 
themselves. The family should be advised that their 
waiting upon the patient is detrimental. Utensils and 
clothes should be placed in locations that force the 
patient to carry his joints through the fullest range 
of motion in reaching them. Here, too, though, the 
patient must not be discouraged by tasks beyond 
his abilities. 

Patients with decided deformities require self-help 
devices to carry out activities of daily living; these 
may be improvised in the occupational therapy shop 
or purchased. The Institute of Physical Medicine 
and Rehabilitation, New York University-Bellevue 
Medical Center, publishes a descriptive list of com- 
mercially manufactured self-help devices and where 
they may be purchased. For those whose extension 
contractures of the interphalangeal joints prevent 
adequate grasping, large balsa-wood handles are 
attached to tools and utensils such as pencils, combs, 
knives and forks. As finger flexion increases, the 
handles are made smaller. Exercise, dexterity and 
coordination of the hands are obtained while using 
these modified utensils. Clothing may be fastened 
with large buttons. Rheumatoid spondylitic persons 
with stiffness of the back and hips rise from a seat 
by swinging forward and upward with the entire 
body. This action is more pronounced when hands 
and shoulders are involved. For such patients, chairs 
should be raised, have solid arm rests and stiff back 
and seat. Toilet seats should be made higher. 
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Patients with deformities that prevent ambulation 
can arrange their kitchens so that everything is 
within their reach. 

3630 Imperial Highway, Lynwood. 
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Mortality Rates in Patients with Burns 


A Report of Experience at San Francisco City and County Hospital, 1943-1956 


ALBERT G. CLARK, M.D., and J. HAROLD HANSON, M.D., San Francisco 


Durinc 1956 several moderately to severely burned 
patients admitted to the University of California 
Service at the San Francisco City and County Hos- 
pital died. They were patients who, on the basis of 
previous experience, should have survived. In at- 
tempting to evaluate the causes of death it was soon 
evident to the staff that clinical impressions were 
not sufficient. A more detailed study of burned pa- 
tients who had been admitted to the hospital in the 
past was undertaken to see if a significant mortality 
trend was taking place and to evaluate past and 
present methods of therapy. 


The records of burned patients admitted to the 
University of California Service from 1943 to 1956 
inclusive were studied. (All burned patients who are 
either indigent or incapable of being moved and 
who require hospitalization are admitted from the 
emergency unit to either the Stanford University 
Service or the University of California Service of 
San Francisco City and County Hospital; coverage 
of the emergency unit is rotated weekly.) 

During the 14-year period, 488 burned patients 
were admitted to the University of California Serv- 
ice. Only those patients with second and third de- 
gree burns of more than 20 per cent of the body 
surface were studied in detail, since those who were 
less severely burned usually survived with little 
or no supportive therapy. There were 110 such pa- 
tients; 17 were transferred elsewhere for treatment, 
leaving 93 who received all their treatment on the 
University of California Service. Patients of all ages 
were included. All the burns studied were thermal 
injuries to the surface of the body. Initially all pa- 
tients were treated in the emergency unit and then 
transferred to the open wards for men, women or 
children. The rule of nine* was used to estimate 
the amount of surface area involved. 

In order to make a comparison with previous ex- 
perience, the 14-year period was arbitrarily divided 
into three periods of five, four and five years. For 
no apparent reason there were fewer patients in 

*The head is considered 9 per cent of the body surface area; each of 


the arms, 9 per cent; the front of the torso, 18 per — back of torso, 
18 per cent; each of the legs, 18 per cent; the neck, 1 per cent. 

From the ee of California Surgical Service of the San Fran- 
cisco City and County Hospital, San Francisco 10. 


Presented before the Section on General Surgery at the 87th Annual 
Senine of = California Medical Association, Los Angeles, April 27 
to 


e A review was made of the cases of 93 patients 
with burns covering more than 20 per cent of 
the body surface who were treated at the San 
Francisco City and County Hospital, University 
of California Service, between 1943 and 1956. 


The mortality rate increased from 40 per cent 
during 1943-1947 to 69 per cent during 1952- 
1956. A significant change in survival time was 
noted: During 1943-1947, 69 per cent of the 
deaths occurred within 48 hours of admission; 
during 1952-1956, only 19 per cent of the deaths 
occurred within the first 48 hours. In the period 
1943-1947 the majority of deaths resulted from 
shock in the immediate post-burn period; in the 
later years of the study the major cause of death 
was infection. 


No patient more than 50 years of age who had 
burns of more than 25 per cent of the body sur- 
face survived. Only one patient with burns in- 
volving more than 45 per cent survived. 


No patient who had a blood culture positive 
for bacteria survived. The use of antibiotics had 
no effect on the incidence of infection. Elderly 
patients, children and alcoholics were less able to 
resist the effects of infection. 


The lowest mortality rate was in the age group 
of 15 through 35 years. 


the early post-war years; however, by 1956 the 
number of burned patients being admitted was defi- 
nitely increasing. The problem of burns is of in- 
creasing importance to this hospital, particularly 
because of a heightened mortality rate (Table 1). 


Mortality in Relation to Age and Area Burned 


The cases of the 93 patients with greater than 20 
per cent of their body surface burned are described 
in Table 2, which relates the age of the patient to 
the area burned. Two significant facts are evident 
from this table: (1) Only one patient in the entire 
group during this 14-year period survived with a 
surface burn of greater than 45 per cent. The pa- 
tient was a four-year-old child, admitted in 1948, 
who had a 65 per cent burn, 20 per cent of which 
was third degree. (2) In the group of patients who 
were 50 years old or older only five survived; in 
this group no patient survived who had burns over 
more than 25 per cent of the body surface. 


It seemed to us that our most intense studies and 
future efforts should be applied to the type of case 
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TABLE 1.—Relation of Age and Alcoholism to Mortality in Patients with Greater Than 20 Per Cent Surface Burns, University of California 
Service, San Francisco City and County Hospital, 1943-56 


Nonalcoholics Alcoholics All Patients* 


Ages Oto 15 Ages 161050 Ages16t050 51 or Older Total . 


10 10 t 


5 4 
50% 100% 
7 0 6 
4 oe 5 
57% Sis 83% 
3 10 21 
1 8 18 
33% 80% 86% 


*Alcoholics 51 years of age or older were grouped with their age group; age more than 51 was arbitrarily considered a greater factor in 
mortality than was alcoholism. 
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in which less than 45 per cent of the body surface 
was burned and the patient was less than 50 years 
of age (see Chart 1). Eight of the 41 patients who 
were in this category died. These eight patients can 
be divided into two groups: (1) Children. Four 
children died of septicemia. (2) Alcoholics, Four 
of the patients who died were alcoholics. Three of 
them apparently died of infection; the fourth died 
of coronary thrombosis. 


Table 2 shows the relationship of the mortality 
rate to the area burned and to the age of the patient. 
For patients with burns covering 25 per cent or 
more of the body surface, we could compare data 
with data from the Massachusetts General Hospital 
series reported by Barnes.’ Inasmuch as the reports 
covered a like period of time, the methods of therapy 
were probably similar.* It should be noted that in 
the age group of 16 to 35 years, there were fewer 
deaths from burns. Many investigators have pointed 
out that the patients of this age group are best able 
to survive injuries from burns. Only one patient of 
43 older than 55 years in the combined totals of the 
University of California and Massachusetts Gen- 
eral Hospital series survived with a burn of more 

*One hundred and ten patients with greater than 25 per cent sur- 
face burns were treated at Massachusetts General Hospital during a 
16-year period; the mortality rate was 59 per cent. Seventy-one such 
—- were treated on the University of California Service of San 


rancisco City and County Hospital during a 14-year period; the mor- 
tality rate was 67 per cent. 
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than 25 per cent of the body surface. The age of 
the patient and the proportion of surface that is 
burned are still the major determining factors in 
the mortality rate of burned patients. 


Chart 2 shows the relationship of mortality to the 
area burned in each of the three periods into which 
the 14-year period studied was divided. In all the 
time periods the mortality rate in patients with 
greater than 40 per cent burns was understandably 
high. It should be noted, however, that there has 
been a change in the mortality in the group with 
less than 40 per cent burns. During the first two 
time periods the mortality rate was quite low. Dur- 
ing 1952-1956 there was a significantly higher rate 
than in the earlier periods. 


Trends in survival time. Although more burned 
patients died in the later than in the earlier years 
of the study, a recent trend toward longer survival 
before death was noted (Chart 3). In the two 
groups admitted between 1943 and 1951, 68 per cent 
of the deaths occurred within 48 hours after admis- 
sion. In the group admitted between 1952 and 1956, 
however, only 19 per cent of the deaths occurred 
within 48 hours of admission. Increased knowledge 
concerning fluid and electrolyte therapy has un- 
questionably brought about better handling of the 
shock phase in burned patients. However, many pa- 
tients who survived the shock phase died later of 





50 60 70 80 90 
AGE IN YEARS 


Chart 1—Age as related to severity in burns of more 
than 20 per cent—University of California Service, San 
Francisco City and County Hospital, 1943-56. 
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Chart 2.—Graph of mortality related to burn area, by 
time periods—University of California Service, San Fran- 
cisco City and County Hospital, 1943-56. Each bar indi- 
cates the total number of patients burned in a specific 
oe the black portion indicates the number who 

ied. 


infection and other complications. As has often been 
pointed out, treatment of shock has advanced much 
further than has the ability to keep burned patients 
alive after the period of shock is over. 


Trends in causes of death. Chart 4 shows the 
probable causes of death in patients who had burns 
covering more than 20 per cent of the body. The 
three arbitrary time periods are compared. Both the 
absolute and the relative numbers of deaths due to 
acute shock after being burned were lower in the 
later than in the earlier periods. In the first two 
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Chart 3.—Number of deaths related to number of days 
lived, with number of patients indicated, in cases of burns 
of more than 20 per cent—University of California Serv- 
ice, San Francisco City and County Hospital, 1943-56. 


1952-56 


1943-47 


[[] oars ove To ACUTE SHOCK (WITHIN 24 HRS.) 


Vf, OF ATHS IN 2-7 DAYS FROM FLUID AND ELECT. (IMBALANCE, 
Ma RENAL FAILURE, OTHER CAUSES. 


GRR ears ove 70 PRovEN sePricemia 


[__] ofarws DUE 70 INFECTION OTHER THAN SEPTICEMIA, 


ry DEATHS DUE TO CAUSES OTHER THAN INFECTION 
AFTER 7 DAYS. 


Chart 4.—Comparison, by time periods, of the causes 
of death in cases of burns of more than 20 per cent—Uni- 
versity of California Service, San Francisco City and 
County Hospital. 


periods, 69 per cent and 66 per cent of the deaths 
occurred within 48 hours of admission, but only 
six of the 31 patients, or 19 per cent, died within 
48 hours of admission during the period 1952-1956. 

The cause of death was fairly obvious for those 
patients who died in shock within the first 24 to 48 
hours after admission, but it was difficult to ascer- 
tain the causes of late death. The cases of those pa- 
tients who died between two and seven days after 
admission were arbitrarily grouped together, since 
the causes of death appeared similar: They appar- 
ently died of cardiac complications, acute renal in- 
sufficiency, or hepatic and renal changes. The cases 
of patients who died a week after admission from 
causes other than infection were grouped together: 
One died of gastrointestinal hemorrhage, one of 
renal insufficiency, one of aspiration pneumonia and 
six of vascular complications. 


The cases of patients who died of infection were 
grouped together: Most of the deaths due to late 
complications occurred during the most recent time 
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period in our series (Chart 4). It was not always 
easy to determine whether a patient had died as the 
result of infection. Our criteria for listing a case 
under this heading were one or more of the follow- 
ing: (1) Positive blood cultures for bacteria; (2) 
definite evidence of pronounced wound infection; 
(3) fever greater than 101° F. during the entire 
hospital course or for an extended period before 
death; (4) evidence at autopsy of serious infection, 
such as metastatic abscesses or multiple sites of 
encrusted pus. 


In the most recent period (1952-1956), ten, or 
33 per cent, of all deaths, was due to infection. Six 
of the ten patients died of septicemia, the diagnosis 
of which was established by blood cultures or by 
evidence of metastatic abscesses at autopsy. Four of 
the six patients who died of septicemia were chil- 
dren twelve years old or younger. The patients who 
died of infection were either very young or very 
old or were alcoholics. These three types of pa- 
tients apparently have a diminished ability to com- 
bat the complications of burns. Most of these pa- 
tients were severely burned. Only three received 
partial grafts before they died. With the exception 
of three cases, cultures were made from material 
taken from burned wounds. Multiple cultures were 
made from the wounds of most of these patients, 
and the results agreed. 


As the infection progressed in these patients more 
antibiotics were administered (usually those that 
had in vitro effectiveness against the specific organ- 
isms cultured). An average of four kinds of anti- 
biotics were administered to each patient who was 
dying of infection. In no case in which a culture of 
the blood became positive for a pathogenic organ- 
ism did the patient live. The recent trend at the San 
Francisco City and County Hospital is reminiscent 
of that described in the study of Markley and co- 
workers” in Peru. In a period of four and a half 
years, Markley and co-workers treated 275 patients 
who had greater than 10 per cent of the body sur- 
face burned. Thirty-four (12.3 per cent) died of 


Pseudomonas septicemia. 


Analysis of Possible Causes of Increasing Mortality 


1. Time of grafting. Our first impression was 
that in the early years of the study, the patients re- 
ceived grafts earlier, with consequently better re- 
sults. However, a review of the cases did not confirm 
this; the average time of the first graft in patients 
with a greater than five per cent, third degree burn 
remained about the same during the 14-year period. 


The ratio of patients who received grafts as com- 
pared to the number who needed grafts (the latter 
arbitrarily defined as those patients with greater 
than 5 per cent, third degree burns) decreased in 
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recent years. Two possibilities existed here: (1) 
Either the optimum time for grafting was missed 
and malnutrition and infection were permitted to 
deteriorate the patient’s condition beyond the point 
where grafting could be done; or (2) the patients 
were never in a satisfactory condition for grafting. 
The latter appeared to be true. For example, in 
1956, 11 patients had greater than 5 per cent, third 
degree burns; two of the patients received grafts 
and lived and three others died within a week. In 
five patients the infection became severe at a very 
early stage and they apparently could never have 
received grafts. Only one patient might have sur- 
vived had more vigorous measures been taken and 
earlier grafting done. 

Meeker and Snyder’s method? of early dermatome 
débridement and grafting is now being used on the 
University of California Service in selected cases. 
A review of the cases mentioned previously leads us 
to believe, however, that their method could not 
have been applied in the cases in which infection 
was present and the patient critically ill in the period 
soon after he was burned. 


2. Increasing age of patients. During the period 
that was under study, the number of elderly patients 
increased and the number of patients between 16 
and 50 years of age greatly decreased (Table 1). 
This trend would affect mortality trends adversely 
and undoubtedly was related to the recent rise in 
the mortality of burned patients at the San Fran- 
cisco City and County Hospital. Surprisingly, the 
proportion of children entering with severe burns 
did not change. 


3. Alcoholism. Alcoholism did not seem to con- 
tribute more to one phase of mortality than to an- 
other. The number of alcoholic patients who died 
was evenly distributed all along the time-of-death 
graph (Chart 3). The same number of alcoholics 
or drug addicts was present in each treatment 
group; apparently alcoholism is not a factor in the 
recent increase in mortality. 


Fifty-four per cent of all deaths in burned pa- 
tients on the University of California Service oc- 
curred in definite or questionable alcoholics, Alco- 
holics are more likely to become burned than are 
people generally and they have decreased ability to 
survive trauma resulting from burns. 


4. Method of treatment. 


(a) Closed as compared with open. From 1943 
to 1951 the wounds of burned patients were almost 
invariably treated closed, with compression band- 
ages applied over xeroform or vaseline gauze. From 
1952 to 1956 the wounds were nearly always treated 
open. Almost no local antibiotics were used, On the 
basis of the experience of other investigators, it is 
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our impression that the differences in local treat- 
ment had little effect on mortality. 


(b) Supportive treatment. The patients admitted 
during the first two periods, 1943 to 1951, received 
variable amounts of plasma during the shock phase. 
Little or no whole blood or electrolytes were given. 
From 1952 to 1956 the Evans Formula* was fol- 
lowed fairly closely. In the recent group, applica- 
tion of modern physiologic principles resulted in 
much improvement in survival rates during the 
period of acute shock. However, ability to keep the 
patients alive after the shock period has not im- 
proved, and the patients then die of sepsis or other 
complications. 


(c) Antisepsis. The general measures for com- 
bating sepsis in burned patients remained about the 
same from 1943 to 1956. Burns were still treated 
on the open surgical ward or in side rooms, using 
sterile or clean techniques. The laundry of burned 
patients was not handled separately from that of 
other patients, Excretory receptacles were inter- 
changed. Both burned and other surgical patients 
used the same dressing cart and bathtubs. 


*Evans Formula: (a) For the first 24 hours: Requirements for the 
first 24 hours may be estimated by the following formula: Per cent of 
body surface burned times weight in Kg. equals the number of cubic 
7 of plasma, plasma substitute ates blood needed in first 

ours. 


An equal amount of isotonic saline should be administered, plus 
2000 cc, of glucose in water. For example, the- fluid requirements in 
the first 24 hours for a 70 Kg. man suffering a 35 per cent body burn 
can be illustrated as follows: 


Plasma, plasma substitute, and/or blood (in cc.) =70 X 35=2,450 cc. 


Electrolyte solution (0.9 per cent NaCl, in cc.) =70 X 35=2,450 cc. 


5 per cent dextrose in water 2,000 cc. 


6,900 cc. 


. (b) For the second 24 hours: Half the amount of fluid required 

in the first 24 hours is usually adequate to maintain the patient in 

| balance. Close observation of urine output and if ible of 
m: 


atocrit will reveal exceptions, and the fluid ration should be altered 
as necessary, 


Total required in first 24 hours. 


DISCUSSION 


The only change in antiseptic technique was the 
increasing use of multiple, systemic antibiotics as 
prophylaxis and as definitive treatment, not only for 
the burned patients but for the surgical patients 
being treated on the same wards. During the period 
covered by this study there was an increase in re- 
sistant organisms and in serious and fatal infections 
due to organisms that were previously considered 
nonpathogenic or of very low virulence. Although 
increased age was a factor in the rising mortality 
rate among burned patients on the University of 
California Service, we believe the increasingly early 
infection in burned patients that is caused by organ- 
isms that are resistant to all antibiotics also played 
a prominent role. 

The steadily increasing mortality rate in burned 
patients, primarily due to infection, would seem to 
warrant establishing a separate ward for these pa- 
tients. Because of their greater susceptibility to in- 
fection, isolation techniques should be used. Hos- 
pital personnel assigned to this ward should not be 
permitted to care for other patients. 

Since the use of antibiotics prophylactically has 
had no effect on the incidence of infection, these 
drugs should be reserved for therapeutic use. 

450 Sutter Street, San Francisco 8 (Clark). 
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Diagnosis of Schizophrenia in Young Children 


EDWARD G. COLBERT, M.D., and RONALD R. KOEGLER, M.D., Los Angeles 


MANY INVESTIGATORS have noted that childhood 
schizophrenia is a more common condition than was 
formerly believed, and also that pediatricians or gen- 
eral physicians can diagnose the condition early in 


life. 


The child’s physician is the only one in a position 
to observe the early signs of the disease and it is to 
him that the parents describe the child’s deviant be- 
havior. Most often the assumption that “he will 
grow out of it” prevails, and it may not until the 
child enters school that his peculiarities demand 
attention. 


By this time, unfortunately, the growing years 
have been to some extent wasted. An erroneous 
suspicion of brain disease may cause the child to 
be subjected to: unnecessary procedures—ventri- 
culography, perhaps, or even a brain operation. On 
the other hand, if an incorrect. diagnosis of mental 
deficiency or cerebral palsy is made, parents are 
likely to infantilize the child, doing everything for 
him, stifling development to the point of complete 
dependency. Correct treatment then becomes impos- 
sible in most cases, even if the condition is diag- 
nosed. In many instances, the diagnosis is never 
made and the child is relegated to an institution for 
the mentally retarded.®:1011,12 

What, then should make one suspect the presence 
of childhood schizophrenia? What are the signs and 
symptoms to be looked for in pediatric practice? 

The earliest sign of childhood schizophrenia ap- 
pears to be pronounced disinterest in interpersonal 
activities, called autism,’ with interest in things 
rather than in people. Children of this kind live 
in their own world and are distressed if there is any 
change in their surroundings (such as new toys or 
different furniture arrangement). 


If autism is not manifest, neurotic and pseudo- 
psychopathic traits may appear: Some patients 
strive for body contact by the “clinging, melting” 
activity which some investigators consider an im- 
portant clinical sign.' Many characteristically ap- 
pear immature, psychologically and physically. Un- 
even development is common; delayed motor de- 
velopment or precocious speech may be noted by 

From the Neuropsychiatric Institute, University of California at Los 


Angeles Medical Center, Los Angeles 24, and Children’s Unit, 
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@ Schizophrenia can be discovered in pre-school 
children by observation of: Social indifference; 
uneven and intermittent motor or physical devel- 
opment; irregularity in speech development with 
tendency toward infantile speech; early fear of 
falling or rising, giving way to obsession with 
jumping and falling; excessive interest in spin- 
ning toys and circular motility; and preoccupa- 
tion with body periphery—hands, feet and hair. 

When the physician observes these symptoms, 
or is consulted about them by the parents, clin- 
ical appraisal in consultation with a pediatric 
psychiatrist will usually suffice for diagnosis. 
Early treatment—before school age—is impor- 
tant for the child’s future development. 


the physician at one visit and perhaps a complete 
reversal of this pattern at the next visit.° Language 
may be completely absent or fragmentary, with mis- 
use of personal pronouns and repetitive echoing of 
speech. Memory can be excellent, sometimes even 
astonishing, with precocious ability to learn songs 
or telephone numbers. Speech frequently is ex- 
tremely infantile in nature, with unusual voice in- 
flections. Observations of physical growth shows 
these children to be at decided variance with the 
accepted norm for long periods, followed in some 
instances by periods of rapid development. 

Sleep disturbances and lethargic states seem to 
be common, as are gastrointestinal and allergic 
phenomena. Vasomotor instability occurs in some 
of the cases, as evidenced by cyanosis of extremities 
and perioral pallor.? 

Abnormalities in locomotion include graceful 
dancing activity as well as persistent toe-walking.* 
Early in life, many schizophrenic children are ap- 
prehensive about falling or rising, while at a later 
stage they may take obsessive interest in climbing 
up stairs or onto tables. When playing, they fre- 
quently turn themselves about in circles and are 
preoccupied with spinning toys or circular objects. 
If this spontaneous whirling is not apparent, a test 
is that many can easily be turned about the longi- 
tudinal axis. This phenomenon has been extensively 
reported!® and has been stated to be the residual 
of the tonic neck reflex, the latter a supposed dom- 
inant postural pattern of schizophrenic persons 
under six years of age. Only after the age of six, 
however, is whirling significant, and then by itself 
is evidence, not of schizophrenia, but of central 
nervous system immaturity. 


215 





Schizophrenic children have a decided interest in 
space, time and motion. Hallucinations and delu- 
sions of the type noted in adult schizophrenics are 
rare; when voices are heard they are perceived as 
coming from within the chest, stomach or head, 
and ‘are elicited by careful questioning. Preoccupa- 
tions with the body periphery—hands, hair or feet* 
—are often outstanding and if not verbalized may 
be demonstrated by human figure drawings. 

Attempts have been made to use the electroen- 
cephalogram and psychometric tests as aids in the 
diagnosis of childhood schizophrenia. It should be 
noted that electroencephalographic abnormalities 
have been reported in as many as 81 per cent of 
cases.° Asymmetric patterns, focal spiking and 3- 
second spike and wave formations are included in 
this category. Hence, using the electroencephalo- 
graph as the sole aid in differential diagnosis, as is 
often attempted, is not trustworthy. 

In general, it can be said that the reliability of 
psychological tests in infants nd young children 
is comparatively poor.® They are only helpful in 
making gross distinctions between bright and dull 
children, but the child’s future intelligence cannot 
be predicted. In the preschool schizophrenic child, 
psychometric testing may also indicate precocity in 
some activities and unexplained failure in others— 
features which can be noted in a careful clinical 
appraisal. 

Experience has convinced the authors that it is 
paramount to establish the diagnosis as early as 
possible so that an appropriate treatment program 
can be planned. When a child’s physician suspects 
schizophrenia he should immediately consult a pedi- 
atric psychiatrist and complete a total medical 


appraisal before making any definite statement to 
the parents. In most cases treatment must be thought 
of in terms of years rather than months, and in 
many, residential treatment is best. 


University of California at Los Angeles Medical Center, Los Angeles 
24 (Colbert). 
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Social Security Footnotes 


SociAL Security has been changed many times in the 22 years since the original 
law was enacted. The size and variety of benefits, the tax rates, the tax base, 
coverage—all have been radically changed. There is no reason to believe that 
another 22 years will not see just as radical changes. 


—From the Department of Public Relations, American Medical Association 
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Hyperthyroidism Associated with 
Presumptive Acute Pericarditis— 
A Report of Three Cases 


JEROME V. TREUSCH, M.D., and 
HENRY L. JAFFE, M.D., Los Angeles 


THE ASSOCIATION of hyperthyroidism and acute 
pericarditis is rarely reported in medical literature. 
Green and Hurxthal? listed one case of pericarditis 
in a data chart of associated findings in 469 thyro- 
cardiac patients, but no further information about 
this case was presented. Levy,* in a review of 27 
cases of acute serofibrinous pericarditis of undeter- 
mined cause, mentioned no instance of the associa- 
tion of hyperthyroidism with pericarditis, Brown! 
presented an excellent basic review of pericarditis 
but again there was no mention of any association 
with thyrotoxicosis. Furthermore, in personal com- 
munications from several authorities, a considerable 
difference of experience regarding the frequency of 
this association was noted. 

Recently we observed three patients with hyper- 
thyroidism associated with acute pericarditis. All 
three cases occurred in middle aged women. The 
pericarditis in each instance followed the sympto- 
matic course of acute benign pericarditis of prob- 
able viral origin.* There were progressive electro- 
cardiographic changes compatible with the patterns 
associated with pericarditis. Also in each instance 
the thyrotoxicosis was rather typical from the stand- 
point of signs, symptoms and laboratory confirma- 
tion. 


REPORTS OF CASES 


CasE 1. The patient was a 37-year-old white 
woman, who was first observed the morning after a 
night during which she became acutely ill with 
severe retrosternal pain of pressure type and dysp- 
nea. She said that the illness started about an hour 
after the evening meal and then increased in inten- 
sity during the night. 

“Although Coxsackie is the only virus so far isolated from some 


cases of ‘‘viral pericarditis,"’ it is assumed that acute infectious peri- 
carditis of the benign variety here referred to is of viral origin. 


From the Departments of Medicine and Radiation Therapy, Cedars 
of Lebanon Hospital, Los Angeles 29. 


Presented at the Regional Meeting of the American College of 
Physicians in Santa Barbara, February 23, 1957. 


Submitted April 14, 1958. 
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The blood pressure was 125/80 mm. of mercury, 
the pulse rate 116 per minute, and there was a 
gallop rhythm; and a definite pericardial friction 
rub over the left parasternal area. The patient was 
obviously short of breath, in definite discomfort and 
appeared very restless and apprehensive. An electro- 
cardiogram taken immediately was definitely abnor- 
mal, showing inverted T waves in Leads 1 and 2, 
AVL, and V3 to V6. The ST segments were iso- 
electric, slurring into the T wave inversions (Fig- 
ure 1). 


Admitted to hospital, the patient was given oxy- 
gen by mask and morphine sulfate to relieve the 
pain and restlessness. Moderate pain in the chest 
and shortness of breath continued, however. After 
two days, when the acute symptoms had subsided, 
the clinical appearance suggested thyrotoxicosis. 
The skin was warm and moist, there was persistent 
tachycardia and palpitation, tremor and extreme 
emotional tension; and the general demeanor was 
almost hypomanic. It was elicited that for the pre- 
ceding two months the patient had had vague palpi- 
tations, tachycardia, shortness of breath, weakness 
and occasional vague pain in the chest. The pains 
at that time also seemed to occur after meals but 
were very mild and nothing like the rather severe 
pain which occurred at the onset of the acute ill- 
ness. The patient stated that also during this period 
she had noticed increasing hunger and food intake, 
increased nervousness and tremors; and she said 
she had become very “warm-blooded.” The patient 
had always been high-strung and emotional, but 
also during the period preceding acute illness these 
tendencies had become more evident. 

Other physical signs suggesting exophthalmic 
goiter were: Tremor, a definite droop of the eyelids, 
persistence of the rapid pulse and the presence in 
the neck of a palpable diffuse goiter. 

Serial electrocardiograms showed the ST seg- 
ments of Leads V2 and V6 to become slightly ele- 
vated or iso-electric and the T waves to become 
more deeply negative. Q waves did not develop. 
X-ray films of the chest showed slight cardiac en- 
largement without any specific change in cardiac 
configuration. 

Rarely did the body temperature not exceed 
99.2° F. The leukocyte content varied from 4,100 
to 6,700 cu. mm. and there was no increase in poly- 
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morphonuclear leukocytic cells. In fact, at one time 
lymphocytes made up 62 per cent of leukocytes. 
The Wintrobe sedimentation rate, 13 mm. in one 
hour on admission to the hospital, rose to 22 mm. 
three days later and then slowly decreased (it was 
determined at three-day intervals) to 12 mm. two 
weeks later. 


These conditions of the blood and the electrocar- 
diographic changes favored the diagnosis of acute 
pericarditis, rather than acute myocardial infarc- 
tion, which had to be considered at first. The peri- 
cardial friction rub also favored the diagnosis of 
pericarditis in that it persisted on and off for ten 
to twelve days. Tachycardia also persisted. Blood 
plasma iodine content on the seventh hospital day 
was 10.8 gamma per 100 cc., and when determined 
again two days later it was 10.3 gamma per 100 cc. 
Radioactive iodine uptake 24 hours after a test dose 
of five microcuries was 76.6 per cent. The next day, 
therefore, an oral therapeutic dose of 5.45 milli- 
curies of radioiodine was given. We felt that it was 
very important for the treatment of thyrotoxicosis 
to be started as soon as possible, because the toxic 
state was probably aggravating the pericarditis, and 
vice versa. Other therapy included bed rest, seda- 
tion, aureomycin, one gram per day in divided doses 
for six days, and oxygen on and off for shortness 
of breath and pain in the chest. Except for the sev- 
eral emotional crises, partly related to the stimula- 
tion by the thyrotoxicosis and the toxicity of the 
infection and partly related to the patient’s tense 
and high-strung basic personality, the course was 
progressively favorable and one of improvement. 


On the eleventh day (the fourth day after the 
therapeutic dose of radioactive iodine'*!) the pa- 
tient seemed particularly jittery and tense. Admin- 
istration of Lugol’s solution, 5 drops three times 
a day, was begun. 

Two months after the first treatment dose of ['*! 
was given, the radioiodine uptake was 52.8 per cent. 
An additional 3 millicuries of radioiodine was given 
orally. Three months later the I’*! uptake was 42.2 
per cent, and six months after the first treatment 
was given it was 35 per cent. At this time the pulse, 
which during the acute illness ranged from 90 to 
104 per minute, was 72 per minute. One year after 
treatment the patient appeared well and had no com- 
plaints and the uptake of iodine was in the upper 
borderline range, 44.5 per cent. The electrocardio- 
gram had returned to within normal limits. 


CasE 2. The patient was a 50-year-old woman 
who was under treatment for hyperthyroidism. Be- 
fore treatment with radioactive iodine’*! was started 
for this patient, the protein-bound iodine content of 
the blood had been 11.5 gamma per 100 cc. and 
the radioactive iodine uptake had been 52 per cent. 
On October 29, 1952, the patient received a dose of 
radioactive iodine—the only one she received. She 
had been getting on fairly well and had been back 
at work for a few days when she first noted slight 
pain in the chest. That night and the next day she 
had a severe “crushing” substernal pain, radiating 
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to the left side and back of the neck. 100 mg. of 
meperidine intramuscularly was required for relief. 
The pain persisted despite the administration of 
Empirin Compound with codeine, 30.0 mg. at in- 
tervals, for nine days. During this time the tempera- 
ture had been slightly elevated each evening, up to 
101.8° F., and then gradually subsided. 

The patient was put in hospital. The maximum 
Wintrobe sedimentation rate was 35 mm. in one 
hour; and the rate then slowly decreased to 10 mm. 
in one hour in three weeks. The pulse was described 
as irregular, varying in both rate and rhythm. The 
patient was treated as having an intercurrent viral 
infection, and several injections of procaine peni- 
cillin were given. The heart rate became regular at . 
64 beats per minute. At the time of admission to 
the hospital a: friction rub was heard all over the 
precordium, loudest at the base of the heart. This 
persisted for several days. The electrocardiogram 
was described as follows: “Tl negative; ST seg- 
ment in Leads 2 and 3 slightly depressed with T in 
Lead 2 flattened; T in Lead AVR diphasic and flat- 
tened; T in AVL, negative; marked elevation of 
ST segment in Leads V1 and V2; T negative in V4 
and diphasic in V5 and V6.” Subsequent progres- 
sive changes in electrocardiograms were those of 
pericarditis. A week after admittance the electro- 
cardiogram showed: “T waves were inverted in 
Leads 1, 2, 3 and AVF. The T in AVL was flat. ST 
segments were elevated in V3 and 4. The T was in- 
verted in V4 and 6. Impression: Abnormal electro- 
cardiogram consistent with pericarditis.” One week 
later a tracing was reported as showing: “Less T 
wave inversion (almost iso-electric) than previ- 
ously in Leads 1, 2, 3, AVF and V6. T wave inver- 
sion appears in V1 to 3. Impression: Abnormal 
electrocardiogram consistent with pericarditis.” 

The report on an electrocardiogram made three 
weeks after admittance to hospital was: “T waves 
are flat in Leads 1 and AVL and slightly inverted 
in Leads 2, 3 and AVF. There is slight terminal in- 
version of T waves in Leads V3 to 6. As compared 
with the last previous tracing, there is slight change 
in the T waves in Leads 1 and AVF, and the T 
waves of the precordial leads show less inversion. 
Impression: Abnormal electrocardiogram consistent 
with pericarditis. Improvement from previous trac- 
ing. 

There was a Grade 3 systolic murmur, and the 
above described pericardial friction rub persisted 
for several days. Two roentgenograms of the chest, 
one taken ten days after admittance to hospital 
and the other two days later, showed an area of 
consolidation in the left upper lobe, probably an 
area of infarction. In addition, the films showed a 
slight amount of pleural effusion on the left side as 
well as a slight pericardial effusion. A film taken a 
week later showed improvement in the infiltration, 
but the cardiac shadow still was enlarged. 

After radioiodine treatment the patient became 
relatively hypothyroid and required small doses of 
desiccated thyroid for maintenance. She no longer 
had pain, and when observed seven months later 
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she looked well and said that she felt very well as 
long as she was taking 30.0 mg. of desiccated thy- 
roid a day. The patient was in a euthyroid state and 
an electrocardiogram was within normal limits. 


Case 3. A 38-year-old white woman, when first 
observed, May 11, 1953, had severe precordial pain, 
radiating backward and into the left arm, of a 
week’s duration. At other times she had had severe 
pain in the left side of the chest and under the 
sternum. She also said she had some dyspnea, ex- 
cessive perspiration, more pronounced at night and 
palpitation. 

When examined, the patient was apprehensive 
and very nervous, and complained of pain in both 
shoulders and the left precordium. The blood pres- 
sure was 120/80 mm. of mercury. The heart tones 
were hyperactive and there was definite tachycardia 
with an apical and radial rate of 116 per minute. 
There was a slight generalized hyperreflexia. Slight 
elevation of temperature was noted; usually it was 
about 99° F., on one occasion 100° F. The Wintrobe 
sedimentation rate, which was 8 mm. in one hour 
at the first examination, rose to a maximum of 20 
mm. in one hour. 


An electrocardiogram taken on May 13 was de- 
scribed as compatible with coronary heart disease 
or pericarditis, showing inverted T waves in Leads 
2, 3 and AVF with slight ST elevation in AVL. At 
this time, the venous pressure was recorded as 7 
mm, of water, the arm to tongue circulation time 
was 17 seconds, and the arm to lung circulation 
time was 6 seconds, Protein-bound blood iodine 
content was reported as 5 gamma per 100 cc.; two 
weeks later it was still at that level. On May 20 the 
pain in the precordium began to lessen and electro- 
cardiograms, which were made serially, began to 
stabilize. The progressive changes in the electro- 
cardiograms showed essentially progressive deepen- 
ing of the T waves in Leads 2, 3 and AVF, without 
change in the QRS complexes, indicative of an 
acute myocardial process. On May 23, the electro- 
cardiogram was within normal limits with upright 
T’s in all leads, except 3, where the T wave had 
changed from inversion to diphasic. All of these 
T waves became upright, except the T in Lead 3, 
where the inversion became less. 

On May 29 radioiodine uptake studies were car- 
ried out and the thyroid gland uptake was found 
to be 55 per cent. It has been observed that protein- 
bound iodine may be normal and the I'*! uptake 
may be elevated in a certain number of patients 
with thyrotoxicosis.* The patient was given an oral 
treatment dose of radioiodine (I**1) of 2.73 milli- 
curies on May 29, of 2.85 millicuries on June 1, 
and of 3.9 millicuries on June 9. 


Response to radioiodine therapy was good, and 
by November the patient was able to resume normal 
activity. When last seen, some 11 months after she 
was first observed, she was euthyroid and the elec- 
eee was reported to be within normal 
imits. 
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DISCUSSION 


It is believed that these three cases are worthy of 
reporting for several reasons. First, the coexistence 
of a benign (apparently viral) pericarditis and 
exophthalmic goiter with hyperthyroidism is appar- 
ently rare. The infrequency of this association sug- 
gests that it is only fortuitous. On the other hand, 
pericarditis, like any other infection or toxic proc- 
ess, might cause flaring of latent or low grade hy- 
perthyroidism. Furthermore, it is known that re- 
sistance to infection in general is usually somewhat 
lowered in the hyperthyroid state. 


Although myocardial complications with friction 
rubs and dull chest pain occur not infrequently in 
acute severe hyperthyroidism, well-documented in- 
stances of acute pericarditis with the usual course 
of electrocardiographic findings have not been de- 
scribed. In the three cases reported here, we believe 
it is fair to say that both conditions (hyperthyroid- 
ism and acute pericarditis) were probably associ- 
ated. A conclusion as to whether this association 
was fortuitous or there was a more concrete rela- 
tionship cannot be drawn from the evidence we were 
able to present. 


Because of the paucity of literature on this topic, 
we decided to write to several authorities for their 
comments and experience regarding the association 
of hyperthyroidism and acute pericarditis. We re- 
ceived the following replies: 


Arlie Barnes of Rochester, Minnesota, was the 
only cardiologist who remembered having seen sev- 
eral instances of acute pericarditis combined with 
hyperthyroidism, His comments were as follows: 

“(I saw] great numbers of toxic goiter cases be- 
fore the advent of iodine in the treatment of exoph- 
thalmic goiter. Not uncommonly I saw acute peri- 
carditis in goiter patients, particularly with exoph- 
thalmic goiter, and it became so that it was one of 
the inflammatory complications that we were on par- 
ticular watch for. We also saw frequent flares of 
tonsillitis in these patients. We assumed that both 
of these developments were indicative that their re- 
sistance to infection was greatly impaired in the 
presence of exophthalmic goiter. It was our opinion 
that the pericarditis encountered in these hyperthy- 
roid patients ran a fairly benign course, although 
generally they ran the temperature up and were a 
source of worry and some [were] very sick pa- 
tients. [Today] hyperthyroidism is nowhere near as 


toxic as it used to be. Iodine is frequently used 


early in controlling toxicity and the fact that peri- 
carditis is not a rare complication of hyperthyroid- 
ism under present circumstances may make it de- 
sirable to make it known that even now the associa- 
tion is not too uncommon.” 


Paul D. White of Boston said: 


“I... don’t recall any such instance in my own 
experience. Hence, naturally since I have seen a 
good many cases of thyrotoxicosis and a good many 
cases of pericarditis, I would regard it probable 
that your three cases are coincidental. However, I 
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cannot be so dogmatic as to say that such a related 
combination is impossible. Of course it is important 
to recognize two points, namely, that one may have 
so much activity of the heart in thyrotoxicosis that 
there can actually be sounds like a pericardial fric- 
tion rub chiefly over the conus and pulmonary ar- 
tery, and, secondly, with tachycardia in thyrotoxi- 
cosis the T waves can be depressed without any 
actual pericarditis.” 


Robert L. Levy of New York: 


“I do not know of any instance of pericarditis 
associated with hyperthyroidism in which a direct 
relationship existed between the two conditions. It 
is difficult to see how thyrotoxicosis would cause a 
disturbance in the pericardial sac. The association 
in hypothyroidism, of course, is well known and 
has been commented upon in the literature.” 


Samuel Haines of Rochester, Minnesota: 

“TI haven’t seen [the] association recently, but I 
do remember that many years ago I [saw at least 
a few such] cases. Whether the association was any- 
thing more than coincidental I never knew.” “I 
have the impression that acute pericarditis, along 
with various other infections, may have been seen 
more frequently in the past than would have been 
expected, but this has not been noted by me re- 
cently.” 


Samuel A. Levine of Boston: 

“I think that your experiences with acute pericar- 
ditis and thyrotoxicosis are rather unique. I recall 
seeing one such example years ago. It certainly is 
not a common combination amongst thyrocardiacs, 
as I have seen a good many masked thyrocardiacs 
without observing acute pericarditis. Acute rheu- 
matic fever I have seen in patients who also had 
active hyperthyroidism.” 


Despite the apparent lack of reported cases and 
in spite of the limited experience (with one excep- 
tion) of the consulted authorities with the associa- 


Phiebothrombosis of Subcutaneous Tissue 
Of Breast (Mondor's Disease) 


BEN D. A. MIANO, M.D., San Bernardino 


Monpor’s DISEASE was observed by Flagge in 1869 
and described as follows: ““Anyone familiar with the 
contents of our museum will remember this model 
of the breast which presents.a deep, puckered 
groove, looking exactly as if it were a scar after an 
operation for the removal of the organ and extend- 
ing into the axilla.” Fiesinger and Mathieu in 1922, 
Faure and Sedallian in 1929 and Huc in 1930 de- 
scribed a disease similar in identity. In 1931 Wil- 
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tion of hyperthyroidism and acute pericarditis, we 
believe the combined condition probably does exist" 
more often than this evidence would indicate. It is 
hoped that our report will stimulate others not con- 
sulted to report their experiences. It was certainly 
true in our cases that the two conditions were mu- 
tually aggravating, and it was felt that because of 
this mutual potentiation of the two processes in- 
volved, these cases were ideal for prompt therapy of 
the hyperthyroidism with radioactive iodine. As a 
matter of fact, cases of hyperthyroidism with any 
infectious complication requiring prompt therapy 
without the risk of operation seem particularly 
amenable to this form of therapy. 


SUMMARY 


Three cases of hyperthyroidism associated with 
pericarditis have been presented. 


No case reports of this association could be found 
in a review of the literature. 


The three patients were treated with radioio- 
dine'*! and showed a favorable response. 


Personal communications from five authorities 
from the fields of cardiology and thyroid disease 
showed (with one exception) infrequent experience 
with the combination or association of these two 
disease entities. 

405 North Bedford Drive, Beverly Hills (Treusch). 
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liams, and in 1932 Daniels, published reports of 
several cases resembling this disease. However it 
was not until 1939 that Henri Mondor, a French 
surgeon, first described the disease entity which 
bears his name. He reported cases he had observed 
and collected reports of several others. Leger, in 
1947, collected reports of 22 cases from the litera- 
ture and discussed the etiology, symptoms, patho- 
logic features and treatment. In a recent review of 
the American literature I was unable to find any 
additional information on this syndrome. 

The incidence of the disease is highest in women 
between the ages of 21 and 55 years. The lesion be- 
gins as a cord-like band adherent to the skin and 
subcutaneous tissue with retraction of the skin giv- 
ing it the appearance of a groove. This cord-like 
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structure is usually 20 to 30 cm. long. It is noted 
more frequently in the left breast. The onset is in- 
sidious and no definite etiological factors have been 
demonstrated. Some pain is present. From the gross 
appearance and location of the lesion, the patient 
usually suspects cancer. The lesion is benign, and 
the regional lymph nodes are not involved. Total 
excision of this structure is simple and should be 
encouraged, for the lesion is fixed to the skin and is 
often mistaken for carcinoma. 


Following is a report of a case observed by the 
author: 


REPORT OF A CASE 


The patient was a 45-year-old white married 
woman, first observed December 19, 1957, because 
she feared cancer of the left breast. Three weeks 
earlier she had noticed some pain and discomfort of 
the left breast, especially on raising her arm above 
her head. 

Upon examination a rubbery mass near the nip- 
ple of the left breast and firmly adherent to the 
skin was noted. From this point laterally toward 
the axilla, a cord-like structure was palpated as far 
as the axilla, where it disappeared under the lateral 
border of the pectoralis major muscle. A charac- 
teristic groove appeared when the arm was raised. 
The cord was not particularly tender. The heart and 
lungs were clear to auscultation. The blood pressure 
was 120/78 mm. of mercury. Results of urinalysis 
were within normal range. No abnormality was 


seen in an x-ray film of the chest. Protein-bound 
iodine content of the blood was within normal limits. 
The lesion was excised. 


Pathologist’s Report 


The nodule in the skin and subcutaneous tissue 
was composed of a thrombosed vein with partial 
organization. The thrombus was infiltrated by many 
fibroblasts and macrophages. The bordering tissue 
contained a small nerve trunk and showed prolifera- 
tion of fibrous tissue with some macrophage infil- 
trate. Sections taken from the subcutaneous tissue 
at a distance from this nodule showed a mass of 
proliferating fibrous tissue consistent with an ob- 
literated vein. 

1020 D Street, San Bernardino. 
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Neurofibrosarcoma of the Stomach 


IRVING A. KNIGHT, M.D., and 
RAYMOND D. GOODMAN, M.D., Beverly Hills 


NEUROFIBROMAS OF THE STOMACH are not extremely 
uncommon, but the sarcomatous variety is a rarity. 
Minnes and Geschicter,® in a review of a series of 
931 benign gastric tumors, noted that 10.9 per cent 
of them were neurofibromas. In a search of the liter- 
ature of the last 25 years, reports of only 12 cases of 
sarcomatous neurofibroma were found.* However, it 
must be recognized that confusion in terminology 
and the differences of opinion among pathologists in 
interpretations of the several types of gastric tumors 
of neurogenic origin make the total number of re- 
ported cases of any one type difficult to determine. 


Ransom and Kay"! presented a‘ good working 
classification of abdominal tumors of neurogenic 
origin. It is to be noted, however, that almost all of 
these tumors of the stomach are either neurilemmo- 
mas or neurofibromas, Each may also occur as a 
malignant lesion. 


Neurofibromas originate from both the Schwann 
cells of the nerve sheath and the fibrous tissues of 
the perineurium, whereas neurilemmomas are con- 
sidered to originate only from the neurilemma or 
Schwann cells.'1 Ransom and Kay said that it is the 
hyperchromatic spindle cells which indicate the neu- 
rogenic origin of these tumors. Canney® described 
the palisading arrangement of the elongated neuclei 
in neurilemmomas, as contrasted with the formation 
of interlocking strands of spindle cells in neurofi- 
bromas. Differentiation between these two varieties 
of neurogenic tumors may still be most difficult. Be- 
cause of this difficulty, Canney expressed belief that 
neurogenic tumors of the stomach are often reported 
in the literature as neurofibromas when they con- 
form in fact to the neurilemmoma group. In addi- 


*References 1, 2, 4, 5, 6, 7, 10, 11. 


From the Department of Surgery and Medicine, Cedars of Lebanon 
Hospital, ‘Los Angeles 29. 
Submitted May 9, 1958. 
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tion, the dividing line between benignancy and ma- 
lignancy is at times somewhat arbitrary. 

Canney further pointed out that leiomyomas, 
which are similar clinically, radiographically and 
grossly, are easily confused with neurogenic tumors 
on microscopic examination. Mallory? also men- 
tioned this difficulty in differentiation and surmised 
that many pathologists are content with a diagnosis 
of spindle cell sarcoma rather than to try to distin- 
guish between myomatous and fibromatous tumors 
of neurogenic origin. 

Grossly neurogenic tumors may occur as a com- 
bined intragastric and extragastric lesion, forming 
an hourglass configuration. An ulcer is usually pres- 
ent on the summit of the mucosal surface. The sero- 
sal surface appears smooth with variable degrees of 
nodularity. On cut surface, areas of hemorrhage and 
necrosis are usually seen. 

Canney observed that benign neurofibromas of 
the stomach are almost always associated with Von 
Recklinghausen’s disease and have a greater tend- 
ency to malignant change than do neurilemmomas. 
It was emphasized, however, that the grade of ma- 
lignancy is not high and metastasis is uncommon.* 

The clinical manifestations of neurogenic tumors, 
both benign and malignant, are similar. Because of 
mucosal ulceration which invariably results, hemor- 
rhage is a constant symptom, manifest as melena or 
hematemesis or both. Vague abdominal discomfort 
or ulcer-like pain is usually present. 

A wide gastric resection is the operation of choice, 
and usually results in cure, owing to the infrequency 
of metastasis. 


REPORT OF A CASE 


A 52-year-old white man was well until July 3, 
1954, when he noted moderate epigastric discom- 
fort with no radiation of the pain. Later that day he 
passed a black stool. The pain persisted to some de- 
gree for five days, occasionally being so severe as 
to awaken him from sleep. The stools continued to 
be black and on the fifth day of illness moderate 
hematemesis occurred. The patient then consulted 
a physician because of severe weakness. 

The hemoglobin was 5.5 gm. per 100 cc. of blood 
and the hematocrit was 18 mm. The patient was 
immediately put in hospital. The only significant 
factor elicited in history taking was a single epi- 
sode of passing a very black stool a year previously. 

Upon physical examination, the patient appeared 
to be in shock. There were no abdominal masses or 
other localizing diagnostic findings. 

The diagnosis upon admittance to hospital was 
probable bleeding peptic ulcer. 

After a transfusion of 1000 cc. of whole blood the 
hematocrit rose to 23 mm. and the patient showed 
recovery from shock. Complete bed rest and a Sippy 
No. 2 diet were prescribed. An additional 500 cc. 
of whole blood was given on July 9, on July 10 and 
on July 11, 1954, The stools became brown, and by 
July 13 the hematocrit had risen to 36. On July 14 
roentgen examination of the upper gastrointestinal 
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Figure 1.—X-ray film of stomach, showing large filling 
defect. 
















































Figure 2.—Large tumor mass arising from anterior wall 
of stomach. 


tract was carried out. There was deformity of the 
duodenal bulb without evidence of crater, and in 
addition there was what appeared to be an irregular 
filling defect high on the lesser curvature of the 
stomach. The x-ray study was repeated on July 16, 
and the filling defect was then more apparent. It 
was 10 cm. in diameter and contained a 10 mm. 
fleck of barium, suggestive of an ulcer crater (Fig- 
ure 1). On July 17, gastroscopy clearly revealed a 
large tumor mass arising from the midbody of the 
stomach along the lesser curvature. Two distinct 
ulcers were seen on the surface of the mass, each 
filled with a blood clot. The remainder of the 
rounded mass was covered by smooth gastric mu- 
cosa. On July 21, partial gastric resection was done. 
The preoperative diagnosis was probable leiomyoma 
of the stomach. 

The patient made complete and satisfactory re- 
covery and was discharged from the hospital on 
the tenth postoperative day. He returned to his reg- 
ular job as a business machine repairman five weeks 
later and at last report some three years later had 


223 


8 e.. . ~ P 


Figure 3.—Photomicrograph showing neoplastic spindle 
cells (X500). 


not lost any time from work through illness. Roent- 
gen examination of the upper gastrointestinal tract 
was done every six months and there was no evi- 
dence of recurrence. 


Pathologist’s Report 


The tumor, a gray-red bosselated mass 9x6x3 cm., 
showed numerous hemorrhagic foci (Figure 2). On 
the mucosal surface there were several ulcerations 
about 1 cm. in diameter. Microscopically the tumor 
was composed of organized masses of neoplastic 
spindle cells forming ill-defined lobules and show- 


ing areas of edema. It was well vascularized. Nu- 
merous atypical spindle cells containing abundant 
blue cytoplasm and from one to three nuclei were 
noted in some foci. The tumor penetrated muscle 


bundles of the stomach and was covered by thin 
connective tissue on the serosal aspect (Figure 3). 

Since there is a lack of agreement among patholo- 
gists regarding the classification of these neoplasms 
the slides were reviewed by several outstanding 
pathologists. The consensus was that the tumor was 
a neurogenic neoplasm of the stomach, best classi- 
fied as a neurofibrosarcoma. 

435 North Roxbury Drive, Beverly Hills (Knight). 
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The Inimical Changes in "Medicare" 


REVISIONS BEING MADE by military authorities in 
“Medicare,” a program under which medical care 
has been supplied by private practitioners to de- 
pendents of members of the uniformed services, are 
destroying some of the very features which once 
made the plan acceptable to the medical profession. 


The plan that was accepted was one in which there 
was a minimum of regimentation either of patient or 
physician. The plan as it is now being changed— 
ostensibly in the interest of economy to stay within 
a Congressional limitation of funds for the program 
—will deprive many of these patients of free choice 
of physician and will offer them only care by mili- 
tary personnel in military hospitals. 

Moreover, there appears to be a willingness in 
military circles to make opportunistic use of these 
revisions in such a way as to divert into military 
channels some of the teaching functions tradition- 
ally carried out by private hospitals. 

Under the new appropriation bill approved by 
Congress, a top limit has been placed on Medicare 
funds. To stay within this limit, military authorities 
have changed the eligibility rules of the program, so 
that private facilities will, in effect, be available only 
to the wives and children of military personnel who 
are domiciled away from the post or home port of 
the military sponsor or who may be located with 
the sponsor in a remote area where adequate mili- 
tary medical facilities are not available. 


It is still too early to know what effect these 
restrictions will have but it is obvious that in areas 
such as San Francisco and San Diego, where mili- 
tary forces are large and military hospitals are 
similarly large, the referral of military dependents 
to civilian physicians will dwindle considerably, if 
not disappear completely. 


When medical leaders accepted the Medicare plan 


some 18 months ago, they agreed to do so princi-. 
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pally on the strength of the following considerations: 

(1) Assurance to military personnel that their 
dependents would receive medical care would be a 
strong factor in the morale of the armed forces, and 
therefore of benefit to the nation. 


(2) Under Medicare as it was before the present 


. changes, these dependents had free choice of physi- 


cians, a feature which brought about the treatment 
of a great majority of them within the framework 
of private practice rather than as regimented pa- 
tients in military hospitals. 

(3) Putting the care of military dependents 
largely in the hands of physicians in private practice 
eliminated the need for continuing the doctor-draft 
law, a discriminatory statute which provided for en- 
forced military service for physicians up to age 50. 
(Other citizens may be drafted only to age 26.) 

Now, in an about-face, the morale factor has been 
damaged and physicians again face the possibility 
of being drafted into military service, where they 
will again be called upon to care for civilians. Al- 
ready Washington authorities are referring sadly to 
the impending need of resuming the doctor draft. 

As to how the diversion of military personnel 
dependents into armed forces hospitals can impinge 
upon traditional means of medical training, it is 
interesting that military officers have complained 
that the availability of private medical and hospital 
services to military dependents under Medicare has 
adversely affected the teaching programs in their 
hospitals by reducing the clinical material available. 


This claim raises a basic question which one day 
will demand a straight answer. The question: What 
is the true objective of hospitals owned and operated 
by the federal government? 

Hospitals traditionally have been considered as 
quarters for sick people while receiving special 
medical treatment and care that could not be given 
to them otherwise. This is true whether the hospital 


225 





is government-owned, non-profit private or proprie- 
‘tary. Where a hospital is part of a medical school 
or affiliated with such a school, it serves the dual 
purpose of supplying these special services and pro- 
viding teaching facilities for undergraduate or grad- 
uate medical students. This set-up is ingrained in our 
medical teaching programs and is thoroughly un- 
derstood by all. 

In recent years the federal hospitals operated by 
the Army, Navy, Air Force and Veterans’ Adminis- 
tration have enlarged this concept and put them- 
selves in the position of being essential teaching 
units, purportedly as a means of improving the 
training of their own medical officers. It is easily 
understandable that military officials are sincerely 
interested in securing more extensive training for 
their staff physicians. But such training can be 


secured through the numerous private hospitals all 
over the country which today have a shortage of 
residents in all branches of medicine. With surplus 
residencies in private institutions, why should gov- 
ernment add to the total of available residencies by 
setting up training programs of its own? In so 
doing, government adds to the vicious cycle of as- 
suming the care of more patients, securing physi- 
cians to provide the care, building more beds to 
handle the patients, using the patients as teaching 
material and drafting more physicians as clinicians 
and teachers. 

All in all, the changes in Medicare would seem to 
destroy a great deal that was good in the plan and 
at the same time, whether fortuitously or by craft, 
extend the areas in which government medicine can 
infringe on private practice. 


ST 


Relative Values—A Restudy 


THIS MONTH the members of the California Medical 
Association will be asked to participate in a restudy 
of the Relative Value Study with which all are fa- 
miliar. Each member will be sent a work sheet and 
be asked to indicate on it the fees he normally 
charges for procedures used in his practice. 

This study will bring up to date the original Rela- 
tive Value Study and eliminate any inequities 
which might be found from the first inquiry of 
1954. 

California’s Relative Value Study started out as 
an internal inquiry on the feasibility of expressing 
professional fees in terms of units, the units reflect- 
ing the relative worth of one procedure as against 
another. By the time the study was completed it be- 
came evident that such a study would have a wide 
range of usefulness and this has been borne out by 
experience. Not only their professional colleagues 
but many other persons and organizations who deal 
with medical fees are greatly in debt to the C.M.A. 
Committee on Fees for carrying out this outstand- 
ingly successful project. 

Many physicians have established fees in their 
own offices on the basis of the values shown by the 
original study. Insurance companies have used it as 
a base for calculating indemnity tables. The Medi- 
care program grasped the opportunity to use the 
California study as a pattern for negotiating fees 
with state medical association representatives. Si- 
multaneously, the study has been most productive 
in establishing a nationally accepted nomenclature 
and a coding system for the hundreds of procedures 
encompassed. 

The restudy at this time will reevaluate the 1956 
production. It will also give physicians an oppor- 
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tunity to add new procedures to the lexicon or 
discard outmoded ones. 


Copies of the work sheet will be sent direct from 
the California Medical Association office or through 
the offices of county societies which wish to handle 
their own distribution and add their own sugges- 
tions. Replies will come to the California Medical 
Association, where IBM equipment will be available 
for tabulating the hundreds of thousands of items 


included in the entire study. 

Members are asked to read the general instruc- 
tions printed on the inside front cover of the work 
sheet. They are especially requested to note on the 
front cover of the sheet the county in which they 
practice and the field of practice they follow. On 
the inside pages they are to list their own ideas as 
to the fee applicable to those procedures which they 
regularly perform. By concentrating on such usual 
items, urologists, say, will not be expressing their 
ideas on the fees an ENT specialist should receive, 
and vice versa. 

Deadline for receiving completed work sheets has 
been set for October 31. Following that date the 
mechanical tabulating will be done. By handling 
much of the first mailing through county societies, 
it will be possible to provide the counties with the 
tabulated returns from their own areas. 

Officers of the California Medical Association are 
hopeful that the members of the association will 
cooperate in this survey as they did in the first study. 
In so doing they will directly serve themselves and 
their medical association and will smooth relations 
and negotiations with all the public and private 
agencies with which organized medicine has deal- 
ings that involve fees. 
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Letters to the Editor... 


Editor, CALIFORNIA MEDICINE: 


There is considerable confusion in commonly 
accepted terms and advice in your recent abstract 
“Treatment for Port-Wine Birthmarks.”* 


The accepted dermatologic concept of the term 
“port-wine stain” is that of a definite purplish 
permanently established, nonelevated vascular 
change in the skin. Such lesions do not respond 
well to anything short of surgical excision, plastic 
surgery, although some success has been claimed 
and noted following grenz ray therapy and thorium 
X varnish. 

“Strawberry or raspberry marks” are the com- 
monly seen rather bright red, elevated, often grow- 
ing birthmarks. They respond excellently to refrig- 
eration, radium or excision. They could also be 
destroyed with electrodesiccation but probably with 
more scarring. 


*Abstracted from Archives of Dermatology, May, 1958, and pub- 
lished on Advertising Page 50, CALIFORNIA MEDICINE, July, 1958. 
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Judging by forty years of experience with electric 
desiccation, I would say that it is not a good treat- 
ment for “Port-Wine Birthmarks.” 


Harry J. Tempieton, M.D. 


7 7 ? 
Editor, CALIFORNIA MEDICINE: 


How can radiologists assure the patient that they 
are making all-out efforts to limit x-ray exposure, 
when eminent chest physicians continue to fluoro- 
scope patients on a weekly basis. 

Perhaps they do not realize that a 2-minute 
fluoroscopy of the chest requires approximately 40 
times more x-ray exposure than a film study of the 
same part. 

We have an ethical responsibility to our patients 
who are very concerned about any radiation dangers 
that might be eliminated. 


Sincerely yours, 


Hucu A. Crece, M.D. 





Council Meeting Minutes 
437th Meeting 


Tentative Draft: Minutes of the 437th Meeting of 
the Council, San Francisco, Sheraton-Palace 
Hotel, June 23, 1958. 


By special call of the chairman, in accordance 
with the provisions of the By-Laws, the Council met 
in Room 2014 of the Sheraton-Palace Hotel, San 
Francisco, on Monday, June 23, 1958, at 5:30 p.m. 


Roll Call: 


Present were President-Elect Reynolds, Speaker 
Doyle, Vice-Speaker Heron, Editor Wilbur and 
Councilors MacLaggan, Wheeler, Foster, O’Neill, 
Kirchner, O’Connor, Shaw, Pearman, Davis, Sher- 
man, Lum, Bostick and Teall. Absent for cause, 
President West, Secretary Daniels and Councilors 
Todd and Harrington. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, 
Clancy, Gillette and Whelan of C.M.A. staff; county 
executive secretaries Geisert, Rosenow, Pettis, Field, 
Foster and Nute; and Doctors Henry Gibbons III, 
Robertson Ward, John Rumsey, A. A. Morrison, 
D. A. Charnock, Francis J. Cox, Eugene F. Hoffman, 
John W. Cline, J. Lafe Ludwig, J. J. Crane and 
Frank A. MacDonald. 


1. Medical Care for Military Dependents: 


Chairman Lum announced the purpose of the 
meeting as a discussion on the advisability of the 
Association’s sending one or more representatives 
to Washington, D. C., to place before a subcom- 
mittee of the U. S. Senate Committee on Appro- 
priations the views of the Association on a proposed 
reduction in the budget which would decrease funds 
available for the “Medicare” program and would 
limit or eliminate the right of the military depend- 
ents to exercise free choice of physician. 


Mr. Whelan reported on a visit he had made to 
Washington, during which he was assured that a 
representative of the Association would be permitted 
to appear before the subcommittee. 


Doctor John Rumsey read, paragraph by para- 
graph, a statement which had been prepared for 
presentation to the subcommittee in the event an 
Association representative were authorized to ap- 
pear. Discussion was held on each section of the 
proposed statement, which based the Association’s 
objections to the proposed budget reduction on the 
resultant disallowance of free choice of physician 
by military dependents. After discussion and amend- 
ment, on motion duly made and seconded, the state- 
ment was approved as representing the Association’s 
point of view. 

Following additional discussion, on motion duly 
made and seconded, it was voted that Doctor Rum- 
sey be authorized to appear before the subcommittee 
of the U. S. Senate Committee on Appropriations 
and present the statement as adopted. It was recog- 
nized that questions beyond the scope of the state- 
ment might be asked of Doctor Rumsey as a witness 
and it was agreed that his replies to such statements 
should be based upon the concept of free choice of 
physician by the patient. 
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The negative votes of Councilors Wheeler, O’Con- 
nor, Pearman and Teall were recorded on this 
motion. 


Adjournment: 


There being no further business to come before 
it, the meeting was adjourned at 6:30 p.m. 


Donatp D. Lum, M.D., Chairman 
Apert C. Daniets, M.D., Secretary 
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438th Meeting 


Tentative Draft: Minutes of the 438th Meeting of 
the Council, Los Angeles, Ambassador Hotel, July 
12, 1958. 


The meeting was called to order by Chairman 
Lum in the Colonial Room of the Ambassador Hotel, 
Los Angeles, on Saturday, July 12, 1958, at 10 a.m. 


Roll Call: 


Present were President West, Presideni-Elect 
Reynolds, Speaker Doyle, Vice-Speaker Heron, Sec- 
retary Daniels and Councilors MacLaggan, Wheeler, 
Todd, Foster, O’Neill, Kirchner, O’Connor, Shaw, 
Pearman, Harrington, Davis, Sherman, Lum and 


Teall. 


Absent for cause, Councilor Bostick and Editor 
Wilbur. 

A quorum present and acting. 

Present by invitation were Messrs. Thomas, 
Clancy, Gillette, Whelan and Collins of the C.M.A. 
staff; Messrs. Hassard and Huber of legal counsel; 
Ben Read and Eugene Salisbury of the Public 
Health League of California; County Medical So- 
ciety Executives Scheuber of Alameda-Contra Costa, 
Rosenow of Los Angeles, Field of Los Angeles, 
Bannister of Orange, Marvin of Riverside, Foster 
of Sacramento, Donmyer of San Bernardino, Nute 
of San Diego, Neick of San Francisco, Thompson 
of San Joaquin and Donovan of Santa Clara; Doc- 
tors A. E. Larsen and William Gardenier and 
Messrs. Paolini, Dore and Webb of California Phy- 
sicians’ Service; William Rogers of the California 
Academy of General Practice; Doctor Fritz Krietie 
of the State Department of Public Health; Dr. John 
Keye of the State Department of Social Welfare; 
Doctor Dan O. Kilroy, chairman of the Commission 
on Public Policy; Doctor Homer Pheasant, chair- 
man of the Committee on Insurance, and others. 


1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 436th meeting of the Council, held June 7, 1958, 
were approved. 


On motion duly made and seconded, minutes of 
the 437th meeting of the Council, held June 23, 
1958, were approved. 
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2. Membership: 


(a) A report of membership as of July 9, 1958, 
was presented and ordered filed. 


(b) On motion duly made and seconded, 181 
delinquent members whose dues had been received 
were voted reinstatement. 


(c) On motion duly made and seconded in each 
instance, 11 applicants were voted Associate Mem- 
bership. These were: Yrech Pardo, Alameda-Contra 
Costa County; Ralph W. Alexander, Bernard J. 
Haverback, Jacques Nowack, Benjamin Samuel, 
Robert M. Schumann, Los Angeles County; Zuleika 
Yarrell, San Bernardino County; Thomas R. 
Fowler, Harry B. Friedgood, Robert W. Jerner, San 
Francisco County; Richard Barr Jones, Stanislaus 
County. 


(d) On motion duly made and seconded in each 
instance, three applicants were voted Retired Mem- 
bership. These were: Francis A. Walls, Los Angeles 
County; Rachel Gorb, San Francisco County; Grace 
Gunn Binger, Santa Clara County. 


(e) On motion duly made and seconded in each 
instance, five members were voted a reduction of 
dues because of illness or postgraduate study. 

3. Financial: 


(a) A report of bank balances as of July 9, 1958, 


was presented and ordered filed. 


(b) Dr. Sherman reported on the purchase of 
the blood bank note for a total amount of $65,000 
plus interest at 3 per cent for the period of Decem- 
ber 1, 1957, through June 15, 1958. 


On motion duly made and seconded it was voted 
to offer the Central Valley Blood Bank the note at 
the cost to the C.M.A. (It was recommended that if 
Central Valley Blood Bank does not purchase, the 
full amount plus interest be collected, inasmuch as 
the Association assumed the financial risks involved 
in the transaction. However, it was also voted that 
any gain realized on this transaction be held solely 
for blood bank uses. 


(c) On motion duly made and seconded it was 
voted to accept the recommendations of the Finance 
Committee that a maximum of $2,000 be carried 
over from the 1957-1958 budget of the Medical 
Review and Advisory Board for completion of the 
present hospital study and that no funds be carried 
over into the new fiscal year for the University 
Planning Program. 


4. Commission on Medical Services: 


Doctor Harrington, chairman of the Liaison Com- 
mittee to the State Department of Social Welfare, 
reported on the recent meetings of this committee. 
He stated that the Welfare Department believed it 
too early to reach a decision on the pilot study with 
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respect to eliminating the prior authorization re- 
quirement statewide. At the next meeting of the 
Advisory Committee to the State Welfare Board 
there will be a complete review of the results of the 
study. Dr. Harrington commented on the drug prob- 
lem with respect to the public assistance medical 
care program and stated that his committee had the 
following three steps under consideration as a 
method to assist in the solution of this problem. (1) 
The committee is to set up a separate committee for 
the study of this problem in detail. (2) To ask the 
county medical societies to discuss this problem at 
joint meetings. (3) To ask C.P.S. to screen drug 
bills more closely. 

Doctor John Keye, Medical Director for the State 
Department of Social Welfare, reported that more 
than 52 per cent of the monies expended under the 
program is going for drugs and requested a meeting 
with the C.M.A. representatives to discuss this 
problem. 

On motion duly made and seconded it was voted 
to refer the request of Doctor Keye to the Liaison 
Committee and to request the committee to work 
with the Public Relations Committee and to report 
back to the Council before any action is taken. 

Doctor Harrington reported on the Pilot Pro- 
grams proposed by San Mateo, Santa Clara and 
Orange County Medical societies. These studies are 
under consideration by the Welfare Department. 

Doctor Harrington suggested that consideration 
be given to a pilot study on hospitalization for OASI 
recipients whereby factual information could be ob- 
tained on where these recipients are located, the 
utilization of the hospital facilities and whether or 
not this group could use this type of prepaid hospital 
insurance. He further suggested that this might be 
a joint effort with the A.M.A. and possibly Blue 
Cross. 


5. Commission on Medical Education: 


Doctor Daniels presented the report of the Com- 
mission on Medical Education in three parts. 


a. Committee on Maternal and Child Care. The 
Committee on Maternal and Child Care has recom- 
mended that investigators for the Maternal Mor- 
tality and Perinatal Mortality studies be board cer- 
tified OB/GYN or Pediatricians and limit their 
practice to the respective fields. 

On motion duly made and seconded, it was voted 
to refer this recommendation back to the Committee 
on Maternal and Child Care for further study and 
consideration in view of local situations and other 
factors involved. 

It was recommended that appropriate legislative 
steps be taken to eliminate the present requirement 
for footprints on birth certificates inasmuch as this 
practice is unnecessary and of doubtful use. 
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On motion duly made and seconded, it was voted 
to ask the Legislative Committee to draft appro- 
priate legislation to eliminate this present require- 
ment. 

The committee requested funds to undertake a 
joint study with the State Department of Public 
Health on Erythroblastosis Fetalis. Following dis- 
cussion on the current status of investigative reports 
with respect to legal immunity, on motion duly 
made and seconded, it was voted to table the study 
on Erythroblastosis Fetalis until legal matters can 
be resolved and to request the committee to delay 
action on the study at this time. 

On motion duly made and seconded it was voted 
to request of the Legislative Committee that appro- 
priate legislation be reintroduced in 1959 to protect 
these investigative studies. 

b. Committee on Postgraduate Activities. Doctor 
Daniels reported that the cost of the postgraduate 
institutes had increased due to the panel type of 
program being featured. 

On motion duly made and seconded, it was voted 
to set the fee at $25 for each postgraduate institute. 

c. Committee on Medical Education and Hospi- 
tals. Doctor Daniels presented a report of the com- 
mittee on two resolutions, No. 15 and No. 21 of the 
1957 House of Delegates. 

On motion duly made and seconded it was voted 
to refer these resolutions to the Commission on 
Medical Services for study and definitive action. 
The commission was urged to invite authors of reso- 
lutions to discuss them. 


6. Commission on Professional Welfare: 


Doctor Kirchner reported on the Commission on 
Professional Welfare as follows: 


Committee on Insurance. Doctor Homer Pheas- 
ant, chairman of the Committee on Insurance, re- 
quested clarification on the request of the Council 
to study major medical problems. 

On motion duly made and seconded, it was voted 
to request the Committee on Insurance to secure 
bids based on specifications from a number of 
sources, to report back to the Council and to obtain 
the recommendations of the Medical Executives 
Conference. 

On motion duly made and seconded, it was voted 
to empower the Committee on Insurance to employ 
an independent insurance consultant if necessary. 

Doctor Pheasant reported on a travel insurance 
program and a bid received on it. On motion duly 
made and seconded it was voted to accept the offer 
for travel insurance at a rate of 25 cents per thou- 
sand dollars with a maximum of $50,000 coverage, 
for all members of the Council, employees, commit- 
tee members and county executive secretaries who 
travel on C.M.A. business. 
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7. Commission on Public Policy: 


Doctor Kilroy reported as follows: 

a. The California branch of the American Acad- 
emy of Pediatrics has requested that a section be 
added to the business and professions code whereby 
a section on pediatrics would be included in the 
licensing examinations. 

On motion duly made and seconded it was voted 
to request the Committee on Legislation to prepare 
appropriate legislation endorsing this principle 
after consultation with others. 

b. The House of Delegates in the adoption of the 
report of Reference Committee 3A requested that 
an effort be made to have a physician appointed to 
the State Board of Social Welfare. 

On motion duly made and seconded, it was voted 
to instruct the legislative committee to request that 
a physician be appointed to this board. 

c. Interdepartmental Fee Schedule Study Com- 
mittee. Doctor Kilroy reported on the progress be- 
ing made by the interdepartmental fee schedule 
study committee. 

On motion duly made and seconded it was voted 
that the legislative committee be empowered to con- 
sult with the interdepartmental fee schedule study 
committee and other state officials regarding the 
development of future fee schedules for state med- 
ical care programs. 

Messrs. Ben Read and Eugene Salisbury reported 
on the hearings of the Senate Interim Committee on 
Social Welfare concerning the Association’s efforts 
to have AB 679 repealed. 

On motion duly made and seconded, it was voted 
that this Council request the legislative committee 
to continue its efforts and to do everything possible 
in its judgment and knowledge to bring about the 
repeal of AB 679. 

Chairman Lum read two letters from the Presi- 
dent of San Diego County Medical Society com- 
mending the efforts of Doctors Harrington ,and 
Kilroy. 

8. Judicial Commission: 

On motion duly made and seconded, it was voted 
to reappoint Arlo A. Morrison to succeed himself 
and Albert E. Long, M.D., of San Francisco, to re- 
place Albert C. Daniels, M.D., whose term has 
expired. 

9. Resolution of the Palomar Hospital Staff: 


Discussion was held on the resolution submitted 
by the Palomar Hospital Staff regarding malprac- 
tice. 

On motion duly made and seconded, it was voted 
to refer the resolution to the Medical Review and 
Advisory Board for consideration; the board’s 
recommendations to be sent to the Palomar Hos- 
pital Staff. 
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10. Los Angeles County Medical Association: 


Edward C. Rosenow, M.D., reported that the Los 
Angeles County Medical Association was interested 
in the formation of a medical economics bureau 
at the state level and that, if a study on trends of 
medical care is to be instituted, Los Angeles County 
be used as a pilot study. Doctor Rosenow stated 
that the Los Angeles County Medical Association 
would be very happy to cooperate fully with a re- 
search department once it is established. 


11. Report of the President: 

President West asked for clarification from the 
Council with respect to the establishment of his 
committee and its function. He urged that the Coun- 
cil not refer’ problems to his committee which re- 
quired action at this time. Doctor West recom- 
mended that his committee be considered an “ad 
hoc” committee to establish a Department of Re- 
search and Planning; that the committee review 
the integration and operation of such a department 
when it is established and that the committee serve 
as an advisory committee to the department. 

On motion duly made and seconded, a vote of 
confidence was given to Doctor West and he was 
urged to proceed with all possible speed. 


12. Report of the President-Elect: 
Doctor Reynolds emphasized the need for a study 


_on tetanus as to its relation to liability. He urged 


that county medical societies invite members of the 
State Legislature to attend their meetings. 


13. House of Delegates Resolutions: 

The Council considered resolutions adopted by 
the 1958 House of Delegates. 

On motion duly made and seconded, in each in- 
stance, the Council took the following actions on 
the resolutions: 

No. 6: Voted to so instruct the fee schedule com- 
mittee. 


No. 14: Sections 1-5: Referred to each compo- 
nent medical society. Section 6: Referred to the fee 
schedule committee. Sections 7-8: Referred to the 
Medical Services Commission for consideration and 
study. 

No. 25, 30, 64: Referred to Doctor West’s com- 
mittee. 


No. 28: Referred to the Public Relations Com- 
mittee (already sent to the A.M.A.). 


No. 44: Requested that this resolution be imple- 
mented through the C.M.A. office. 


No. 45: Referred to the Public Relations Com- 


mittee. 


No. 46: Referred to the Commission on Medical 
Services. 
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No. 49, 50, 51: The first portion of this resolu- 
tion was referred to the Committee on Other Pro- 
fessions for implementation. The second part of the 
resolution has already been met. 

No. 53: Approved. 

No. 71: Referred to the section on radiology of 
the C.M.A. for study and consideration and report 
back to the Council. 

Report of the Committee on Adoptions as adopted 
by the House of Delegates was approved. 


14. Future Council Meetings: 

On motion duly made and seconded, it was voted 
that the Council meetings will be held on the second 
Saturday of each month. 


15. Public Relations: . 

Mr. Clancy announced that the emergency call 
service publicity material was being made available 
to all county medical societies. 

Doctor Sherman presented a resolution congratu- 
lating Dr. Lum for his 25 years of service on the 
Alameda City School Board, 19 years as its presi- 
dent, and on the fact that the newest school in the 
city had been named after him. On motion duly 
made and seconded, this resolution was adopted. 


16. State Department of Public Health: 

Doctor Fritz Krietie reported that there was every 
indication that this year we have a low incidence 
of polio. There are only 29 cases reported so far 
this year. 


17. California Physicians’ Service: 

Doctor Heron reported that a joint meeting had 
been held with the C.P.S. fee schedule committee 
and the chairman of the C.M.A. fee schedule com- 
mittee regarding a schedule for the $7,200 income 


ceiling program in Los Angeles County. The sched- 
ule to be priced at a $5 unit value. 


On motion duly made and seconded it was voted 
to approve the proposed schedule. 


Doctor Heron reported that the House of Dele- 
gates Resolution No. 2 had already been imple- 
mented. It is planned to send a small booklet to sub- 
scribers showing the increase in costs in profes- 
sional and hospital care in an effort to comply with 
House of Delegates resolution No. 27. He reported 
that the C.P.S. study committee had recommended 
that a pilot study for OASI recipients over age 65 
be undertaken in Alameda County. The study to 
feature out-patient medical services and to be pro- 
moted by the county medical society. This recom- 
mendation has been approved by the C.P.S. Trustees 
and by the Alameda-Contra Costa Medical Associa- 
tion. 

Doctor Heron reported that the board had ap- 
proved the Glenn County program which calls for 
C.P.S. to administer a program of out-patient serv- 


ices where funds are paid out of county revenue. 
No federal funds are involved. 


18. National Conference on Labor Health Services: 


Mr. Boyd Thompson reported on the Washington 
meeting of the National Conference on Labor Health 
Services. The second national conference will be 
held in September of this year. 


Adjournment: 


There being no further business to come before 
the Council, the meeting was adjourned in honor of 
Doctor Lum at 5 p.m. 


Donap D. Lum, M.D., Chairman 
Apert C. Dantets, M.D., Secretary 
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In Memoriam 


Attum, ArtHuR WEsLEY. Died in Santa Monica, July 20, 
1958, aged 78, of heart disease, Graduate of McGill Uni- 
versity Faculty of Medicine, Montreal, Quebec, Canada, 
1903. Licensed in California in 1928. Doctor Allum was a 
retired member of the Los Angeles County Medical Asso- 
ciation and the California Medical Association, and an 
associate member of the American Medical Association. 


+ 


AMMANN, Francis Xavier, Jr. Died in Los Angeles, 
July 10, 1958, aged 68. Graduate of College of Physicians 
and Surgeons of Los Angeles, 1912, Licensed in California 
in 1912. Dr. Ammann was a retired member of the Los 
Angeles County Medical Association and the California 
Medical Association, and an associate member of the Amer- 
ican Medical Association. 


+ 


Botanver, Lewis P. Died in Pacific Palisades, July 26, 
1958, aged 58. Graduate of the College of Medical Evange- 
lists, Loma Linda-Los Angeles, 1927. Licensed in California 
in 1927. Doctor Bolander was a member of the Los Angeles 
County Medical Association. 

+ 


DreEscHER, Epwarp Puiip. Died in Berkeley, July 12, 
1958, aged 43, of acute lymphatic leukemia, Graduate of 
University of California School of Medicine, Berkeley-San 
Francisco, 1940. Licensed in California in 1940. Dr. Dres- 
cher was a member of the Alameda-Contra Costa Medical 
Association. 

+ 

ENGEL, SAMUEL. Died June 28, 1958, aged 60, Graduate 
of Ludwig-Maximilians-Universitat Medizinische Fakultat, 
Munchen, Bavaria, 1922. Licensed in California in 1939. 
Doctor Engel was a member of the San Francisco Medical 
Society. 


- 89, NO. 3 + SEPTEMBER 1958 


FerrieR, Paut ALEXANDER. Died in Pasadena, July 10, 
1958, aged 74, of pulmonary embolus secondary to cerebral 
arteriosclerosis. Graduate of University of Pennsylvania 
School of Medicine, Philadelphia, 1911. Licensed in Calli- 
fornia in 1919. Dr, Ferrier was a member of the Los An- 
geles County Medical Association. 


* 


Harris, STEPHEN A. Died July 15, 1958, aged 49. Grad- 
uate of Cornell University Medical College, New York 
City, 1935. Licensed in California in 1941. Dr. Harris was 
a member of the Alameda-Contra Costa Medical Associ- 
ation. 


+ 


McCoy, Bernice. Died June 13, 1958, aged 62. Graduate 
of University of Pennsylvania School of Medicine, Phila- 
delphia, 1924. Licensed in California in 1925. Dr. McCoy 
was a member of the Los Angeles County Medical Asso- 
ciation. 


* 


Ramso, WituiaM H. Died in Rolling Hills, July 20, 1958, 
aged 58, of heart disease. Graduate of College of Medical 
Evangelists, Loma Linda-Los Angeles, 1926. Licensed in 
California in 1926. Dr, Rambo was a member of the Los 
Angeles County Medical Association. 


* 


Sawyer, Joun B. Died near Bishop, August 5, 1958, aged 
43, in a glider collision. Graduate of St. Louis University 
of Medicine, St. Louis, Missouri, 1943. Licensed in Cali- 
fornia in 1944. Doctor Sawyer was a member of the Ala- 
meda-Contra Costa Medical Association. 





MALCOLM H. MERRILL, M.D., M.P.H. 


Director, California State Department of Public Health 


THE INCIDENCE of paralytic poliomyelitis is continu- 
ing to remain well below that of previous years, with 
only 64 cases reported since April 1 and through 
August 23, compared with 105 and 606 paralytic 
cases reported during the corresponding periods of 


1957 and 1956. 


The age distribution of paralytic cases is remain- 
ing essentially the same as last year, with the largest 
proportion of cases—about one-third—in children 
under five years of age. Most of these preschool 
children had not been vaccinated. One-fourth of the 
paralytic cases were in adults over the age of 20, 
most of them in unvaccinated persons. 


7 7 t 


The medical profession will have an opportunity, 
October 1 to 3, to take positive action in the drafting 
of recommendations for the reduction of traffic 
accident injuries. 

All physicians in California are cordially invited 
to attend and participate in the Governor’s Traffic 
Safety Conference in Sacramento during that period. 
This marks the second year of the formation of the 
Medical Division of the Conference, which this year 
is under the chairmanship of G. Hunter Shelden, 
M.D., of Pasadena. 


The medical section provides an excellent forum 
for physicians to present their views and suggestions 
for the reduction of accident injuries, and to present 
recommendations to the Governor which ultimately 
may influence legislative action in this field. 


The conference this year will confine its delibera- 
tions to three principal areas: 


1. Medical standards for the issuance of drivers’ 
licenses. 


2. Determination of what causes automobile in- 
juries and what structural changes in cars would 
mitigate these injuries. 


3. The availability and quality of ambulance 
emergency care, including the training of ambulance 
crews in first aid. 


7 7 


Fourteen medical students from 11 universities 
are attending the summer training program of the 
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State Department of Public Health, working in pro- 
grams of particular interest to them. 


The students have been assigned to a variety of 
special studies and projects carried on with the de- 
partment in order to give them research experience 
and an intimate association with the activities of 
the agency. 


The students are working in the Bureaus of 
Chronic Disease, Maternal and Child Health, Adult 
Health and Acute Communicable Diseases, and in 
such programs as alcoholic rehabilitation, air pollu- 
tion control, industrial health and radiation, child 
health supervision, heart disease and neurotropic 
virus diseases. 

They represent medical schools at Stanford, Cali- 
fornia, George Washington, Howard, Harvard, 
Western Reserve, Pennsylvania, Cornell, Kansas, 
Columbia and State University of New York. 


7 7 ? 


The Blindness Prevention Project reports that 
some 3,600 preschool youngsters in Van Nuys, in 
Berkeley and in Orange County have had their 
vision tested in local programs. Of that number 
almost 500 have been referred for complete exam- 
ination by an eye specialist, and of those examined 
thus far, some 70 were reported to have ocular con- 
ditions needing attention. 

In seven recent surveys 8,000 persons were tested 
for glaucoma, and some 1,000 of them were referred 
for complete examination, resulting in the establish- 
ment of diagnosis of the disease in 155 new cases. 


7 7 ? 


The Department of Health is working on the 
preparation of regulations governing the licensing 
and operation of human tissue banks. The regula- 
tions, if adopted, would pave the way for the estab- 
lishment of living tissue banks. It is believed this 
step will eventually make the banking of tissues as 
commonplace as the banking of blood. 


7 7 7 


State and federal matching funds totaling $16,- 
354,802 were allocated for the construction of 33 
hospitals, health centers and nursing home projects 
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at an August 11 and 12 meeting in San Francisco 
of the State Health Department’s Advisory Hospital 
Council. 

This is the tenth year that state-federal funds 
have been allocated to California projects under the 
Hill-Burton Hospital Construction Act. In that time 
more than $85,000,000 has been allocated. 

Listed below are the allocations by category and 
the total amount of state-federal funds, which repre- 
sent two-thirds of project cost. The remaining one- 
third is provided by the applicant. 


General Hospitals: Community Health Associa- 
tion, Hoopa, $100,000; Fallbrook Hospital District, 
Oceanside, $257,618; Tri-City Hospital District, 
Oceanside, $1,241,386; Lassen County Hospital, 
Susanville, $334,160; Grossmont Hospital District, 
La Mesa, $1,334,502; San Miguel Hospital Associa- 
tion, La Mesa, $990,760; Antelope Valley Hospital 
District, Lancaster, $1,891,324; Marin General Hos- 
pital, San Rafael, $1,436,830; Livermore Valley 
Community Hospital, $587,288; St. Rose Hospital, 
Hayward, $1,462,874, and equipment for Wash- 
ington Township Hospital, Niles, $150,666. 


Psychiatric Hospitals: Santa Barbara County, 
Santa Barbara, $280,480; Sutter Memorial Hospital, 
Sacramento, $436,156; Memorial Hospital, Long 
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Beach, $172,800; Riverside County, Riverside, 
$408,318; Community Hospital, Fresno, $152,700, 
and St. Mary’s, San Francisco, $645,054. 


Health Centers: Imperial County, $171,344; Sut- 
ter-Yuba counties, $141,832; Los Angeles City, 
Valley District, $277,400; Los Angeles County, 
Whittier District, $378,556; Riverside County, 
$415,276; Yolo County, $115,408, and Merced 
County, $140,478. 


Chronic Hospitals: Rancho Los Amigos, Whittier, 
$536,860. 


Nursing Homes: Humboldt County, Eureka, 
$495,984; Shasta County, Redding, $340,100, and 
St. John’s Hospital, Oxnard, $42,852. 


Diagnostic and Treatment Centers: Mercy Hos- 
pital, San Diego, $356,478, and San Joaquin County, 
Stockton, $180,382. 


Rehabilitation Centers: Casa Colina, Claremont, 
$312,816, and Crystal Springs, San Mateo County, 
$566,120. 


? 7 7 


Physicians desiring further details concerning any 
of the items in this communication may direct inquiries 
to the California State Department of Public Health, 
2151 Berkeley Way, Berkeley 4. 





MAN 


MILITARY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


COOPERATE and ACHIEVE 


THIS HAS BEEN a busy summer for your Auxiliary 
officers. To avoid last minute rushing to coordinate 
our working program for the year, our correspond- 
ing secretary, Mrs. Arthur Hurd, has been contact- 
ing all officers, committee chairmen, district coun- 
cilors and all county presidents and presidents-elect, 
collecting their data and messages for our annual 
workbook. 


The workbook material provides the basis from 
which we all take direction, and explanation of the 
fundamental actions that need to be followed, to so 
coordinate our efforts on all levels that all officers 
and county presidents work in unison. 


Special emphasis has been placed on early action 
on the part of everyone to facilitate the prompt be- 
ginning of activities early in September, to enable 
us to accomplish a comparable return for this short 
year in relation to the accomplishments of other 
years, which have functioned with a full twelve- 
month period. 


The California Medical Association office force has been 
more than willing with its assistance. 

Perhaps you are not aware of the fact, but your central 
office mimeographs our workbooks for us, and the office 
force there has been turning them out as fast as we supply 
the copy. It is an extracurricular duty for these employees 
and we are most grateful for their cheerful, efficient help. 


As an additional means for the understanding of 
all phases of our activities, we planned early in the 
year to change our Fall Conference program from 
the traditional panel form of study to the more mod- 
ern method of informal discussion groups of small 
numbers of members—county presidents, presidents- 
elect and branch chairmen—assisted by the state 
officers and committee chairmen. 


The establishment of this change in the study 
method of our conference has required a great deal 
of planning and the dissemination of directives to 
the conference members. 


To assure an efficient procedure pattern and to make 
sure each member will be prepared for the part she will 
play iw her individual category, we have outlined in de- 
tail the contribution of each participant. With a complete 
understanding of the overall program and the contribu- 
tion of each member clarified, we hope to avoid the chaos 
usually attendant upon new procedures. 


With this type of “school of instruction” com- 
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bined with the increased communications interest 
between the Association and the Auxiliary, a con- 
tinuity of the basic objectives of Auxiliary work will 
strengthen our unity and increase our effectiveness 
in leadership in health matters, 


Unity is essential if we expect to successfully as- 
sist our Medical Association in its program for the 
advancement of medicine and public health. 


Underlying all our work are these main ideas: 


EvaLuation—Do our projects help toward our objec- 
tives? 

ExpLoraTion—Of group discussion procedures relating to 
group productivity. 

CooreraTtion—On a scope that encompasses all county 
Auxiliaries on state and national levels. 

ACHIEVEMENT—Through our combined efforts that will 
justify the appreciation of the Association and the Asso- 
ciation’s continued interest in the range of our activi- 
ties. 

Pustic AssistaNceE—Through an intelligent approach to 
community welfare problems, and the advancement of 
medical education. 


An excerpt from our national president’s article, 
“Changing of the Guard” (concerning the installa- 
tion of officers who carry on, with renewed interest, 
the approach to our goals), leaves no doubt in our 
minds that the time and effort extended in improv- 
ing the methods to accomplish our goals, will bear 
fruit. 


“There is time to be found for good things, good 
works, good turns. The key is to organize and to 
apportion time. Give thought to your Auxiliary, its 
activities and your personal actions. I give you this 
challenge for the coming year. Make a united effort 
to consolidate the value of your citizenship by par- 
ticipating in worthwhole community and social ac- 
tivities which will further the good of all. Thus you 
will safeguard Today’s Health for Tomorrow, and 
your counsel and opinions and support will be 
sought. ‘By their deeds shall ye know them’.” 


We are looking forward to the assistance of some of 
the California Medical Association members and Califor- 
nia Medical Association office personnel to help us co- 
ordinate the findings of the study groups. On the final day 
of the conference a panel of these advisors and of Aux- 
iliary members will correlate the conclusions reached, 
with the aims and ideals of the Association. 


Mrs. NEWELL Jones 


President, Woman’s Auxiliary to the 
California Medical Association 
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NEWS & NOTES 


NATIONAL + STATE - COUNTY 


ALAMEDA 


Research in heart disease now under way at Children’s 
Hospital of the East Bay will be furthered by two grants 
given by the Alameda County Heart Association, Dr. James 
L. Dennis, medical director of the hospital, announced. 

These grants will help support two fellowships at the hos- 
pital. A total of $2,500 has been designated for the Norman 
B. Leet Fellowship and $3,000 has been given to maintain 
investigation related to cardiac by-pass operations. 

The Norman B. Leet Fellowship in Cardiology has been 
awarded to Dr. Sanford Sherman, who is entering his 
second year of pediatric residency at Children’s Hospital. 
The fellowship was established as a memorial to Dr. Leet, 
who died of heart disease in 1957. The medical staff at Chil- 
dren’s Hospital, family and friends of the late, Dr. Leet and 
the Heart Association all cooperated in raising funds to 
establish this fellowship. 

The second grant was made to Dr. Thomas C. Cock, 
who will be working two days a week on research at the 
hospital. 


LOS ANGELES 


Officers of the Los Angeles Radiological Society who 
were elected in June and took office on September 1 are: 
President, Dr. Lewis J. Peha; vice-president, Dr. Putnam C. 
Kennedy; secretary, Dr. Robert B. Engle; treasurer, Dr. 
Robert E. Rickenberg. Elected a member of the executive 
committee for a term of three years was Dr. Richard A. 
Kredel. 


* * * 


Mr. Robert W.: Jaross of Los Angeles, now in his third 
year at the University of Southern California School of Med- 
icine, Los Angeles, has been awarded a $500 scholarship by 
the Allergy Foundation of America for research and clinical 
training in the field of allergic diseases. 

Mr. Jaross will work on studies of the characterization of 
skin-sensitizing antibodies under the direction of Dr, Fred- 
erick Aladjem, assistant professor of medical microbiology 
at the University of Southern California. 

* * * 


The fifth annual meeting of the Southern California 
Psychiatric Society, Southern California District Branch 
of the American Psychiatric Association, will be held on Sat- 
urday, October 4, 1958, at the Hotel Statler, Los Angeles. 

Further information and particulars may be obtained 
from Southern California Psychiatric Society, 427 North 
Camden Drive, Beverly Hills. 


SAN FRANCISCO 
The American Heart Association’s special sessions 
for clinicians, which is a part of the annual meeting of 
the Association, will be held in the Civic Auditorium, San 
Francisco, Friday, October 24, The program follows: 


9:30 a.m. to 11:00 a.m. 
Approach to Diagnosis Without Recourse to Special Tests: 
Alexander S. Nadas, M.D., Boston, Mass. 
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Use of Special Tests in Diagnosis: S. Gilbert Blount, Jr., 
M.D., Denver, Colo. 

Correlation of Clinical and Laboratory Findings—a Dis- 
cussion: Alexander S, Nadas, M.D., Boston, Mass.; S. Gil- 
bert Blount, M.D., Denver, Colo., and C. Walton Lillehei, 
M.D., Minneapolis, Minn. 

What’s New in Treatment: C. Walton Lillehei, M.D., 
Minneapolis, Minn. 


11:00 a.m.—INTERMISSION 


11:10 a.m. to 12:30 p.m.—Symposium on Treatment of 
Intravascular Clotting: 

Anticoagulants and Clot Dissolvers: Sol Sherry, M.D., St. 
Louis, Mo. 

Coronary Artery Heart Disease: John Martin Askey, M.D., 
Los Angeles, Calif. 

Cerebral Artery Disease: Clark H. Millikan, M.D., 
Rochester, Minn. 

Peripheral Venous Disease: Hugh Montgomery, M.D., 
Philadelphia, Pa. 


12:30 p.m.—ADJOURNMENT 


2:00 p.m. to 5:00 p.m.—Current Subjects of 
Special Interest 

Clinical Evaluation of Chlorothiaside: Walter M. Kirken- 
dall, M.D., Iowa City, Iowa. 

Traumatic Heart Disease: Loren F. Parmley, Jr., M.D., 
Washington, D. C. 

The “Tough Case” of Bacterial Endocarditis: Ernest Ja- 
wetz, M.D., San Francisco. 


Panel Discussion: What’s New in Arrhythmias 
Hermann L. Blumgart, M.D., Boston, Mass., Moderator; 
A. Carlton Ernstene, M.D., Cleveland, Ohio; W. Proctor 
Harvey, M.D., Washington, D. C.; R. Bruce Logue, M.D., 
Emory University, Georgia; Maurice Sokolow, M.D., San 
Francisco. 


Symposium on Peripheral Arterial Insufficiency: 
Medical Aspects: Fay LeFevre, M.D., Cleveland, Ohio; 
Surgical Aspects: Michael E. DeBakey, M.D., Houston, Tex. 


* * * 


Dr. Lowell A. Rantz, professor of medicine, became as- 
sociate dean of Stanford University School of Medicine, Sep- 
tember 1. He joined two other associate deans, Mr. Lyle E. 
Cook and Dr. Lyman H. Stowe. He replaced Dr. Jay Ward 
Smith, who recently resigned to resume private practice. 

Dr. Rantz will assist Dean Robert H. Alway in the ad- 
ministration of medical affairs and professional relations 
both inside and outside the medical school. He will continue 
his teaching, research, and clinical activities in the Depart- 
ment of Medicine. 


SAN MATEO 


An offer has been made by the Eye Section of the San 
Mateo County Medical Society to lend to any qualified oph- 
thalmology organization an exhibit on glaucoma suitable 
for use at state and county fairs. Designed by Dr. Thomas 
Stevenson with the assistance of Drs. Arnold Drucker and 
Stanley Golden, the exhibit was used at the San Mateo 
County Fair this summer. In making the offer to lend the 
San Mateo organization said that the only cost would be 
shipping charges from San Mateo. The exhibit requires 
space of 10x10 feet. Use of Bulletin No. 13 on Glaucoma 
from the National Society for the Prevention of Blindness 
and the bulletin “What is an Ophthalmologist” is said to 
make the exhibit very effective. Further information may 
be obtained from Dr. Rodney E. Abernethy, 401 North San 
Mateo Drive, San Mateo. 
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GENERAL 


The Western Society for Clinical Research will hold 
its twelfth annual meeting in Carmel on Thursday after- 
noon, Friday morning, and Saturday morning, January 29 
through January 31, 1959, Information regarding the meet- 
ing may be obtained from the secretary, Dr. William N. 
Valentine, UCLA Medical Center, Los Angeles 24. 


* * * 


Grants in aid of research totaling $148,830 were 
awarded to 21 scientists in California recently by the Amer- 
ican Heart Association as follows: 

Los Angeles County—Douglas R. Drury, John W. Mehl, 
Yale J. Katz, Margaret G. Morehouse, Frederick Aladjem, 
Franz K. Bauer and Harry Sobel, University of Southern 
California School of Medicine; Jerome Harold Kay, Univer- 
sity of Southern California and St. Vincent’s Hospital; How- 
ard A. Joos, University of Southern California and Chil- 
drens Hospital; Richard S. Schweet, City of Hope; Allan J. 
Brady and Wilfried F. H. M. Mommaerts, University of 
California at Los Angeles Medical Center, William Drell, 
Veterans Administration Center; Peter F. Salisbury and 
Alvin L. Sellers, Institute for Medical Research, Cedars of 
Lebanon. Total amount of grants, $100,980. 

Redlands—Robert H. Maybury, University of Redlands, 
$6,600. 

San Francisco—Isidore S. Edelman, University of Cali- 
fornia; John J. Osborn, Stanford University Hospitals; El- 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Calculations in Clinical Chemistry. Wednesdays, Sep- 
tember 17 through October 22. Twelve hours, Fee: 
$25.00. 

Beginning Medical Terminology (Section 1). UCLA 
Campus, Tuesdays, September 16 through January 27, 
1959. Forty-five hours. Fee: $35.00. 

Beginning Medical Terminology (Section 2). 813 
S. Hill Street, Los Angeles, Thursdays, September 18 
through February 5, 1959. Forty-five hours, Fee: $35.00. 

St. Joseph Hospital, Burbank, Postgraduate Medical 
Lecture Series. Tuesdays, September 23 to December 
9. Twenty-four hours. Fee: $50.00. 

Counseling and Placement of Hospital Nursing Per- 
sonnel. Wednesdays, September 24 through December 
10. Thirty hours. Fee: $25.00. 

Teaching Clinics. Thursdays, September 25 to December 
18. Twenty-four hours. Fee: $50.00. 


Surgical Anatomy. Mondays, September 29 through De- 
cember 1. Twenty hours. Fee: $85.00. 


Inservice Course in Human Relations, Shriner’s Chil- 
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liott Rapaport, Ray H. Rosenman, and Meyer Friedman, 
Mount Zion Hospital. Total amount of grants, $41,250. 


* * * 


The 23rd annual convention of the American College of 
Gastroenterology will be held at the Jung Hotel in New 
Orleans on October 20, 21, 22, 1958. 

In addition to the many individual papers to be presented, 
there will be panel discussions on gastric carcinoma, steroids 
in gastroenterology and functional disturbances of the gas- 
trointestinal tract. The session will be open to all physicians 
without charge. 

On October 23, 24, and 25, immediately following the 
convention, Dr. Owen H. Wangensteen of Minneapolis and 
Dr. I. Snapper of Brooklyn will again be the moderators of 
the annual course in postgraduate gastroenterology. The 
sessions will be held at the Jung Hotel and in the Audi- 
torium of the Louisiana State University School of Medicine. 
Attendance at the course will be limited to those who have 
registered in advance. 

x * * 


The second annual meeting of the American Associa- 
tion of Medical Assistants will take place October 31, No- 
vember 1 and 2, at the Palmer House, Chicago. In announc- 
ing the meeting, the organization said that all medical as- 
sistants are cordially invited to attend and urged physicians 
to call the meeting to the attention of their. assistants. 


dren’s Hospital, Tuesdays, beginning September. Twelve 
hours.* 

Inservice Advanced Medical Terminology for Medi- 
cal Center Personnel. Beginning October.} 

Principles of Veterinary Surgery. Beginning October. 
Sixteen hours.* 

Selected Topics in the Pathological Physiology of 
the Cardiovascular System. Mondays, October 6 
through December 8. Twenty hours, Fee: $60.00. 

Aviation Medicine. Wednesday, Thursday and Friday, 
October 22, 23 and 24. Nineteen hours. Fee: $65.00. 

Hematology: Abnormal Cell Cytology, San Bernar- 
dino. Tuesdays, October 28 through December 16. 
Twenty-four hours. Fee: $40.00. 

Practical Clinical Chemistry for Laboratory Tech- 
nologists. Twenty-four hours. October 29 to December 
17. Fee: $35.00 plus $5.00 breakage fee. $20.00 for lec- 
ture only. 

Removal of Foreign Bodies from Lung and Bronchi. 
Saturday and Sunday, November 8 and 9. Nine hours. 
Fee: $110.00. 

Minor Surgery. Friday and Saturday, November 14 and 
15. Twelve hours.* 

Obstetrics and Gynecology. Thursday, Friday and Sat- 
urday, November 20, 21 and 22.7 


New Aspects of Peripheral Vascular Disease. Friday 
and Saturday, December,5 and 6.7 


Fractures. Friday and Saturday, December 12 and 13.7 


Athletic Injuries. Friday and Saturday, December 19 
and 20.7 


Physical and Clinical Aspects of the: 


Endocrine System. Wednesday, November 19, 1958. 
Six hours.* 


*Fees to be announced. 
+Fees and hours to be announced. 
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Gastrointestinal Tract. Wednesday, December 17, 
1958. Six hours.* 

Respiration. Wednesday, January 14, 1959. Six hours.* 

Kidney. Wednesday, February 18, 1959. Six hours.* 


Nervous System. Wednesday, March 18, 1959, Six 
hours.* 


Clinical Traineeships—Anesthesia and Dermatol- 
ogy. Dates by arrangement. Minimum period—two 
weeks. Fee: Two weeks, $150; four weeks, $250.00. 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Medical Evening Series (East Oakland Hospital) . Tues- 
days, September 16 through December 9, Twenty-four 
hours. Fee: $50.00. 


Obstetrics and Gynecology. Thursday through Satur- 
day, September 18 through September. 20. Twenty-one 
hours. Fee: $50.00. 


Congenital Abnormalities. (Saturday morning sessions) 
October 4 through November 8. Fifteen -hours.* 


Psychiatric Orientation for General Practice (Her- 
rick Hospital, Berkeley). Sunday through Tuesday, Oc- 
tober 26 to 28. Twenty-one hours. Fee: $50.00. 


Arthritis and Connective Tissue Diseases. Monday 
through Wednesday, November 3 through November 5. 
Twenty-one hours.* 


Urology. Friday, November 7. Seven hours. Fee: $20.00. 


Proctology. Saturday, November 8. Seven hours. Fee: 
$20.00. 


Plastic Surgery. Thursday, November 13. Seven hours. 
Fee: $20.00. 


Hand Surgery. Friday, November 14. Seven hours. Fee: 
$20.00. 


New Look in’ Speech Problems. Saturday, November 
15. Seven hours. Fee: $12.50. 


Ophthalmology — External Diseases. Wednesday 
through Saturday, December 3 through December 6. 
Twenty-eight hours.* 


Disturbances in Gastrointestinal Motility. Sunday 
through Tuesday, December 7 through 9. Twenty-five 
hours.* 


Postgraduate Clinics in Dermatology. Friday and Sat- 
urday, January 16 and 17. Fourteen hours. Fee: $40.00. 


Modern Pharmacology and Mental Disease. Sunday 
through Tuesday, January 25 through 27, 1959. Twenty- 
five hours.* 


Course for Physicians in General Practice. Monday 
through Friday, April 6 through April 10. Thirty-five 
hours. Fee: $75.00. 


Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month. Fee: $350.00. 

Contact: Seymour M. Farber, M.D., Head, Continuing 


Medical Education, University of California Medical 
Center, San Francisco 22. MOntrose 4-3600, Ext. 665. 


*Fees to be announced. 
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STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco 15. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 


LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m., USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 
of Los Angeles County, and all armed forces medical 
personnel admitted without fee. Tuition for all other 
physicians $30.00. (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
Postgraduate Series, electrocardiogram interpretation by 
mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time, 


Intensive Review of Internal Medicine. September 22 
through October 3. Course designed for the Internist. 
Emphasis placed on review of important fundamentals 
as well as recent advances in field of internal medicine. 
Program is scheduled just prior to Part I of American 
Board of Internal Medicine examination. Tuition: 
$65.00. 


Bedside Clinics and Set Clinics in Internal Medicine. 
October 2 through January 15, 1959. Small groups will 
study and examine interesting patients at bedside. Dis- 
cussion of physical findings as well as diagnostic and 
therapeutic measures, ECG and x-rays will be con- 
ducted by instructor. Tuition: $65.00. Los Angeles 
County Hospital. 


Therapeutic Interviewing of Patients with Emotional 
Problems. October 15 through January 8, 1959. Course 
designed for practicing physician. After general orien- 
tation, meetings will be based upon tape recordings of 
interviews with patients made by participating physi- 
cians. Tuition: $100.00. Los Angeles County Hospital, 
Psychiatric Unit. 


Homecoming Course. October 16 and 17. Two-day re- 
fresher course to cover advances in diagnosis and treat- 
ment developed in last five years. Tuition: Alumni, 
$25.00; Non-alumni, $50.00. 


Symposium on Sexual Problems as Séen in General 
Practice. November 7. Tuition: $25.00. Hotel Statler, 
Los Angeles. 

Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 
5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Audio-Visual Postgraduate Refresher Courses. 
Courses are made up of four or more half-hour lectures 
each, recorded on hi-fi magnetic tape and illustrated by 
35-mm. filmstrips or slides in full color, and adapted for 
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use on any standard tape recorder and filmstrip or slide 
projector, automatic or manual. 

Contact: Paul D. Foster, M.D., chairman, Committee on 
Audio-Visual Courses, College of Medical Evangelists 
School of Medicine, 316 North Bailey St., Los Angeles 
33. 


GENERAL SURGERY AND SURGICAL SPECIAL- 
TIES. Full-Time Basic Science Course. Accredited 
by the American Board of Surgery. 


Surgical Anatomy—Thorax, Abdomen and Pelvis 
(27 periods, 121 hours), January 7 through April 15, 
1959. Tuition: $125.00. Head and Neck (14 periods, 
63 hours), April 22 through June 3, 1959, Tuition: 
$75.00. 


Surgical Anatomy—Thorax, Abdomen and Pelvis 
(14 periods, 28 hours), January 7 through April 15, 
1959, Tuition: $50.00. Head and Neck (12 periods, 
24 hours), April 22 through June 3, 1959. Tuition: 
$35.00. 


Each Six Months. Anesthesiology (6 months, full- 
time). Vacancy occurs each six months. Limited to 2 
students. Tuition: $350.00. 


For information contact: Chairman: Committee on Post- 
graduate Medicine, College of Medical Evangelists, 
1720 Brooklyn Ave., Los Angeles 33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE CIRCUIT COURSES 


SACRAMENTO VALLEY Circurt for Dunsmuir, Chico, Marys- 
ville and Auburn, in cooperation with Stanford Univer- 
sity School of Medicine begins week of October 13, 
1958. 


Norru Coast Circuit for Eureka, Ukiah and Napa, in 
cooperation with University of California, San Fran- 
cisco, begins week of October 13, 1958. 


West Coast Circuit in cooperation with College of Medi- 
cal Evangelists. Santa Maria, November 19; Ojai, No- 
vember 20. 


POSTGRADUATE INSTITUTES—1959 


San Joaquin VaLiey Counties in cooperation with Col- 
lege of Medical Evangelists, March 19 and 20, Hotel 
Californian, Fresno. (Local chairman not yet ap- 
pointed.) 


SouTHERN CouNTIES in cooperation with University of 
California, San Francisco, April 23 and 24, Disneyland. 
Chairman: E. F. Cain, M.D., 200 N. Palm, Anaheim. 


West Coast Counrtigs in cooperation with Stanford Uni- 
versity School of Medicine, May 14 and 15, La Playa 
Hotel and Golden Bough Theater, Carmel. Chairman: 
Chester G. Moore, Jr., M.D., 440 E, Romie Lane, Sa- 
linas. 


Nortu Coast Counties in cooperation with UCLA School 
of Medicine, June 5 and 6, Hoberg’s Ranch, Lake 
County. Chairman: Lee Zieber, M.D., 1177 Montgomery 
Dr., Santa Rosa. 


SACRAMENTO VALLEY Counties in cooperation with Uni- 
versity of Southern California School of Medicine, June 
25, 26 and 27, Tahoe Tavern, Lake Tahoe. Chairman: 
Robert H. Quillinan, M.D., 616 Alhambra Blvd., Sacra- 
mento. 
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Contact: One of the chairmen listed above, or Postgradu- 
ate Activities Office, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


t 7 v 


Aupio Dicest FounpaTIon, a nonprofit subsidiary of the 
C.M.A., now offers (on a subscription basis) a series of 
hour-long tape recordings designed to keep the physi- 
cian abreast of current happenings in his particular 
field. Composed of practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 


Aupio-Dicest plans to begin a new series of programs cov- 
ering the specialty of Anesthesiology. The first of these 
will be issued on November 1, 1958. Those wishing to 
be charter subscribers to this tape-recorded review of 
what is new and important in the field of Anesthesiology 
should write to Mr. Claron L. Oakley, Editor, 1919 
Wilshire Boulevard, Los Angeles 57, HUbbard 3-3451, 
for order form and further information. 


Contact: Claron L. Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 


Medical Dates Bulletin 


SEPTEMBER MEETINGS 


SOUTHWESTERN Pepiatric Society, Dinner Meetings, Sep- 
tember 17, November 19 and January 14, University 
Club, 6:30 p.m., Los Angeles. Contact: Robert Shirley, 
M.D., secretary-treasurer, 11633 San Vicente Blvd., Los 
Angeles 49. 


San Dieco County Generat Hospitat Twelfth Annual 
Postgraduate Assembly, September 17 and 18, San 
Diego. Contact: William T. Nute, executive secretary, 
San Diego County Medical Society, 3427 Fourth Avenue, 
San Diego 3. 


WESTERN TUBERCULOSIS CONFERENCE Meeting of Eleven 
Western States plus Hawaii and Alaska, September 17 
through 20, Sheraton-Palace Hotel, San Francisco. Con- 
tact: Mrs. Dalrie S. Lichtenstiger executive director, 
130 Hayes Street, San Francisco. 


Nevapa State Mepicat Association Annual Meeting, 
September 17 through 20, Elko, Nevada. Contact: Nel- 
son B. Neff, executive secretary, P. O. Box 188, Reno. 


Paciric Dermatotocic AssociaTION Tenth Annual Meet- 
ing, September 18 through 20, Hotel del Coronado, 
Coronado, Calif. Contact: Louis H. Winer, M.D., secre- 
tary-treasurer, 9915 Santa Monica Blvd., Beverly Hills, 
Calif. 

Cororapo State Mepicat Society Annual Session, Sep- 
tember 24 through 27, Broadmoor Hotel, Colorado 
Springs. Contact: Harvey T. Sethman, executive secre- 
tary, 835 Republic Bldg., Denver 2. 


OCTOBER MEETINGS 


CALIFORNIA DIVISION OF THE AMERICAN CANCER SOCIETY 
Annual Meeting, October 1 to 4, Fairmont Hotel, San 
Francisco. Wednesday, October 1, afternoon and eve- 
ning, a cancer conference for entire medical profession. 
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Contact: Walter E. Batchelder, M.D., medical director, 
C.M.A. Cancer Commission, 450 Sutter St., San Fran- 
cisco 8, 


1958 WesTERN INDUSTRIAL HEALTH CONFERENCE spon- 
sored by the Western Industrial Medical Association. 
October 3 to 5, Claremont Hotel, Berkeley. Contact: 
John E. Kirkpatrick, M.D., 516 Sutter St., San Fran- 
cisco 2; or A. C. Remington, M.D., 9851 Sepulveda 
Blvd., Los Angeles 45. 


Cauirornia AcADEMY OF GENERAL Practice Tenth An- 
nual Scientific Assembly, October 5 to 8, Masonic Tem- 
ple, San Francisco. Contact: William W. Rogers, ex- 
ecutive secretary, 461 Market Street, San Francisco 5. 


Katser Founpation Hospitats OF NORTHERN CALIFORNIA 
Symposium on Viruses and Viral Disease, October 10 
and 11, Hotel Fairmont, Gold Room, San Francisco. 
All physicians and medical students are invited, without 
fee. Contact: Martin A. Shearn, M.D., director of educa- 
tion, Kaiser Foundation Hospital, 280 W. MacArthur 
Blvd., Oakland, Calif. 


Firth ANNUAL Fort Mitey Surcicat Cuinics AND Sym- 
Posia sponsored by the San Francisco Academy of 
General Practice in cooperation with Faculties of Stan- 
ford University School of Medicine and University ot 
California School of Medicine at Fort Miley Veterans 
Administration Hospital, 42nd Avenue and Clement 
Street, San Francisco, will start on October 14, 1958 at 
8 p.m. and each Tuesday thereafter ending November 
18, 1958. Contact: Alexander F. Fraser, M.D., 3490 
20th Street, San Francisco, 


Cauirornia Society oF INTERNAL MepicinE Annual Meet- 
ing, October 17 to 19, Ahwahnee Hotel, Yosemite. Con- 
tact: Mrs. Mildred B. Coleman, executive secretary, or 


Clyde C. Greene, M.D., secretary-treasurer, 350 Post St., 
San Francisco 8. ; 


CaurrorniA Boarp oF MepicaL EXAMINERS—Written Ex- 
amination, October 20 through 23, Sacramento. Con- 
tact: Louis E. Jones, M.D., 1020 N Street, Sacramento. 


American Heart: AssociaTIon Scientific Sessions and 
Meetings, October 24 to 28, Fairmont Hotel and Civic 
Auditorium, San Francisco. Contact: J. Keith Thwaites, 
executive director, California Heart Association, 1428 
Bush Street, San Francisco 9. 


Los ANcELEs County Heart AssociaTIon 28th Annual 
Professional Symposium, October 29 and 30, Wilshire 
Ebell Theater. Contact: Los Angeles County Heart As- 
sociation, 660 S. Western Ave., Los Angeles 5, DUnkirk 
5-4231. 


Hawan Heart Association, Inc. Special Cardiological 
Sessions, October 30 through November 1, Princess 
Kaiulani Hotel, Honolulu. Contact: Alfred S. Hartwell, 
M.D., c/o Hawaii Heart Association, 1018 Lunalilo St., 
Honolulu. 


TentH WESTERN INsTITUTE ON EpiLepsy, University of 
Colorado School of Medicine, October 30 through No- 
vember 1, Denver, Colorado. Contact: C. Wesley Eisele, 
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M.D., University of Colorado Medical Center, 4200 East 
Ninth Ave., Denver. 


San Dreco County Heart Association 8th Annual Sym- 
posium on Heart Diseases, all day, October 31, U. S. 
Naval Hospital Auditorium, San Diego. Contact: O. M. 
Avison, executive director, San Diego County Heart 
Association, 1651 Fourth Ave., San Diego, BElmont 
4-5101. 


NOVEMBER MEETINGS 


Santa Barsara County Heart Association, Professional 
Symposium, 9 to 5 p.m., November 1, Biltmore Hotel, 
Santa Barbara. Contact: Mrs. Katherine McCloskey, 
executive director, 18 La Arcada Court, Santa Barbara. 


CauirorNiA ScHoot HEALTH ASSOCIATION annual meet- 
ing, November 8 and 9, Hacienda Hotel, Fresno. Con- 
tact: Miss Kathleen Fox, health educator, City of Long 
Beach Department of Public Health, 2655 Pine Ave., 
Long Beach 6. 


Sonoma County Heart Association Fifth Annual Sym- 
posium on Cardiovascular Disease. Program by Univer- 
sity of California, November 12, 8:30 a.m. to 5 p.m., 
Odd Fellows Hall, Santa Rosa. Contact: Jack Froom, 
M.D., 210 Fourth Street, Petaluma. 

CauirorniA Boarp or Mepicat Examiners—Oral Exam- 
ination, November 15, San Francisco. Oral and Clinical 
Examination for Foreign Medical School Graduates, 
November 16, San Francisco. Contact: Louis E. Jones, 
M.D., 1020 N Street, Sacramento. 


1959 MEETINGS 


CauirorniA Mepicat Association Annual Meeting, Feb- 
ruary 22 through February 25, 1959, Sheraton-Palace 
Hotel, San Francisco. Contact: John Hunton, executive 
secretary, 450 Sutter Street, San Francisco 8; or Ed 
Clancy, director of Public Relations, 2975 Wilshire 
Blvd., Los Angeles 5. 


Los AnceLtes County Heart Assocration Workshop on 
Work Simplification Techniques for Physicians, Nurses, 
Occupational Therapists, Physical Therapists, Dieti- 
tians, Social Workers. April 7, 1959, Southern Califor- 
nia Gas Co., 810 South Flower Street, Los Angeles, 9 
a.m. to 4:30 p.m. Contact: Rea M. Schneider, M.D., 
Chairman, Heart of the Home Subcommittee, 660 S. 
Western Avenue, Los Angeles 5. 


CauirorniA Heart Association Annual Meeting, May 22 
through May 24, 1959. Scientific Session and Directors 
Meeting, Lafayette Hotel, Long Beach. Contact: J. Keith 
Thwaites, executive director, 1428 Bush Street, San 
Francisco 9. 


Western Branco, AMERICAN Pusitic HEALTH AssoctIA- 
TIon Annual Meeting. June 1 through 5, Sheraton- 
Palace Hotel, San Francisco. Contact: Mrs. L. Amy 
Darter, secretary-treasurer, 2151 Berkeley Way, Berke- 
ley 4. 





THE PHYSICIAN'S Cookshelf- 


TEXTBOOK OF VIROLOGY—For Students and Prac- 
titioners of Medicine—Third Edition— A. H. Rhodes, M.D., 
F.P.C.P. (Edin.), F.R.S.C. Director, School of Hygiene, 
University of Toronto; Professor of Microbiology, School 
of Hygiene, University of Toronto; and Virologist, The 
Hospital for Sick Children, Toronto; and C. E. Van 
Rooyen, M.D., D.Sc. (Edin.) M.R.C.P. (Lond.) F.R.C.P. 
(C), Professor of Bacteriology, Dalhousie University, 
Halifax, Nova Scotia; Associate Director, Nova Scotia 
Public Health Laboratory, and Honorary Consultant in 
Virus Diseases, The Royal Canadian Naval Hospital, 
Halifax. Williams and Wilkins Co., Mt. Royal and Guil- 
ford Ave., Baltimore 2, Maryland, 1958. 642 pages, $10.00. 


Only two texts are available that are entirely suitable as 
source material for medical students and physicians in their 
study of virus disease. This one, now available in the third 
edition, has seemed to the reviewer to be the most satisfac- 
tory. Frequent revisions have been necessary since the study 
of filterable viruses and disease caused by them is the fast- 
est moving field in microbiology. Any text will, of necessity, 
be out of date by the time it appears but the authors of this 
one have included sufficient information so that the student 
will at least be aware of the beginnings of many current 
and exciting developments. 

The practical details of the laboratory diagnosis of virus 
diseases are scattered through the book in relationship to 
the various agents under consideration. A single chapter 
which would describe, for the student, the basic principles 
of isolation and identification of viruses and the serological 
recognition of infection would be helpful, particularly if it 
categorized the methods used and agents to be expected in 
the study of disease of the various organ systems. Such 
orientation has become increasingly important as the diag- 
nosis of virus disease has passed out of the realm of the 
research institute into that of the clinical laboratory. 

It would also be desirable in future editions to rearrange 
the sections of the text to give added information about the 
emphasis to those viral diseases that are quantitatively most 
important. All of the respiratory viruses discussed in this 
edition receive only twice the space allotted to smallpox, a 
disease of more historical than immediate clinical signifi- 
cance. 

Medical students and physicians will enjoy this book 
which should be in their libraries. It is highly recommended. 


ok * * 


CLINICAL ELECTROCARDIOGRAPHY — The Spatial 
Vector Approach—Robert P. Grant, M.D., National Heart 
Institute, National Institutes of Health, Bethesda. The 
Blakiston Division, McGraw-Hill Book Company, Inc., 
New York, 1957. 225 pages, $7.50. 


This book is a provocative account of Dr. Grant’s at- 
tempt to interrelate conventional electrocardiography with 
the spatial vector approach to interpretation. Dr. Grant has 
been an exponent of the spatial vector approach for many 
years and has made original contributions in this field. The 
book is clearly written, simplifies the vector concept and 
shows electrocardiograms from which the vector was derived. 
The book is a highly personal account, and statements are 
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made which, in the reviewer’s opinion, could be disputed. 
Nevertheless, Dr. Grant marshals a good deal of support 
for them and gives one considerable food for thought. His 
analysis of left axis deviation, for example, is most interest- 
ing, and he supports his concept that left axis deviation is 
due to anterolateral myocardial infarction with peri-infarc- 
tion block. 

One of the major advantages of Grant’s book is the em- 
phasis he places on visualizing the electrocardiogram from 
an electrophysiological point of view rather than an empirical 
point of view. His account of electrophysiology as it per- 
tains to the use of the vector in understanding the clinical 
electrocardiograph is readable and understandable. 

The sections on arrhythmias and congenital heart disease 
are barely adequate and could, with profit, be expanded. 

The book is highly recommended as a thoughtful ap- 
proach to clinical electrocardiography, but the reviewer is 
not certain whether the book is desirable for a beginner or 
whether for the physician who is competent in conventional 
electrocardiography and wishes to learn more about the 
vector electrocardiology. 


* * * 


THE CARE OF THE PATIENT IN SURGERY IN- 
CLUDING TECHNIQUES (Third Edition)—Edythe Louise 
Alexander, R.N., B.S., M.A., Director of Nursing Service 
and Principal of the School of Nursing, Lutheran Medical 
Center, Brooklyn, N. Y. The C. V. Mosby Company, St. 
Louis, 1958. 840 pages, with 555 illustrations, including 5 
in color, $12.75. 


The large field indicated by the title of the book is well 
covered. It is written primarily for surgical nurses and 
should prove a good book of reference for them. The first 
chapter tells how to plan a new operating room and ac- 
quaints one with the myriads of details involved in this 
work. Chapter two deals with sterile equipment and safety 
factors for patient and personnel. Chapters three, four and 
five cover skin disinfection, gowning and gloving proce- 
dures, standard nursing procedures and suturing techniques. 
Procedures are well described in steps with word and 
picture. We are told that the first step in scrubbing is to 
turn on the faucet and bring the water to a suitable tem- 
perature and finally to turn the faucets off. The steps in 
between are fully outlined. Scrubbing time is governed by 
the degree of contamination but just how this is determined 
is not stated. Chapters six to seventeen describe operating 
room procedures involved in the special surgical fields, but 
surgery of the eye is omitted. Important anatomical features 
are simply illustrated and instruments are pictured and 
named. The volume should be of value to everyone con- 
cerned in operating a surgical unit. It is highly recom- 
mended. 

The cliche of the importance of teamwork is mentioned. 
The reviewer wishes only that the efficient, silent, indis- 
pensable work and skill of the operating room nurse could 
be put in adequate words of appreciation. 


GunTHER Nacet, M.D. 
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CHEMICAL METHODS IN CLINICAL MEDICINE— 
Their Application and Interpretation with Techniques of 
Simple Tests—Fourth Edition—G. A. Harrison, B.A., 
M.D., B.Ch. (Cantab.), M.R.C.S. (Eng.), L.R.C.P. (Lond.), 
F.R.LC. Grune & Stratton, New York, 1957. 667 pages, 
$11.00. 


This book has been in print since 1930, and except for a 
few up to date notations it applies more to medicine of the 
decade of the first edition than to that of 1957. For exam- 
ple, conjugation of bilirubin with glucuronic acid and the 
alterations of bilirubin metabolism in disease are reviewed 
in terms of work done very recently. Following this there is 
a cursory discussion of liver function tests which are then 
dismissed as of little or no value. An up to date discussion 
of chromatography and electrophoresis, though limited in 
scope, stands in strange contrast to statements that determi- 
nations of serum sodium and potassium are largely of aca- 
demic interest and only occasionally of clinical importance. 
The discussion relating to diabetes mellitus is disorganized, 
confusing and in many instances inaccurate; the explana- 
tion of the concept of “renal threshold” for glucose is incor- 
rect in its entirety. The text includes comments on treatment 
which not only have no place in a book on chemical methods, 
but are incomplete and no longer acceptable. 

The techniques for chemical determinations on blood and 
urine are clearly written, but many of the methods have 
been superseded by simpler and more reliable ones. 

The informal and conversational character of British writ- 
ing is at times pleasant, but the charm is lost as a result of 
the frequent use of clinical slang. One statement which is 
properly italicized deserves repeating. “There is a reason- 
able chance of interpretation of analyses being correct only 
if essential clinical findings are known.” 

The book cannot be recommended. 


Marcus A, Krupp, M.D. 


* * * 


LABORATORY MEDICINE—HEMATOLOGY—John B. 
Miale, M.D., Professor of Pathology, University of Miami 
School of Medicine, and Director of Clinical Pathology, 
Jackson Memorial Hospital, Miami. The C. V. Mosby 
Company, St. Louis, 1958. 735 pages, 192 illustrations and 
9 plates, including 5 in color, $13.75. 


There has been an unfortunate tendency in recent years 
for some young physicians to consider laboratory tests as 
the foundation for the medical appraisal of a patient. There 
is often little or not logic in the choice of laboratory 
procedures in view of the clinical data which the patient 
presents. Furthermore, the physician all too often loses 
sight of the precise meaning, value, and limitations of a 
test. This book represents an attempt to place laboratory 
tests ig their proper perspective in medicine and as such 
it is an excellent contribution. 

The material is well organized and presented in a clear 
and easily read format. Every aspect of hematology is dis- 
cussed including all of the most recent developments. For 
example, there are sections on phase and electron mi- 
croscopy, the cytochemistry of blood and bone marrow cells, 
the determination of blood volume and cell survival using 
isotopes, hemoglobin electrophoresis, etc. On the other 
hand, the most simple of procedures such as clot retraction, 
the tourniquet test, and the sedimentation rate are also 
included, clearly described and illustrated liberally. Al- 
though the book contains about 700 pages, it encompasses 
the field of hematology so well that the novice as well as the 
expert will find it of great value. It should be useful for 
anyone in medicine, whether he be medical student, general 
practitioner, internist or pathologist. 

Chapters are well organized and include one on hemo- 
poiesis and recent developments in studies of cell survival, 
morphology, bone marrow, medullary and extramedullary 
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hemopoisesis, the peripheral blood, the erythrocyte and the 


'‘ leukocyte. Normal and abnormal cell maturation are dis- 


cussed. The many accompanying plates are satisfactory. 
Descriptions of cell types are very good and presented in 
an orderly fashion. 

Various procedures for bone marrow aspirations are 
described with pictures to illustrate the techniques. The 
procedures for splenic biopsy and lymph node aspiration 
are also discussed. 

Hemolytic and aplastic anemias and the hemoglobin- 
opathies are considered with short sections on etiology, 
pathology, clinical and laboratory features of each disease. 
The techniques used for investigation of these disorders 
are described in the chapter on methods and include the 
osmotic fragility test, hemoglobin electrophoresis, the 
Coombs test, and other serologic studies of red cell ab- 
normalities. 

There is an excellent chapter on transfusions—its indi- 
cations, choice of material to be transfused and storage 
characteristics. Immunological knowledge of red cells, par- 
ticularly the Rh system, has become exceedingly complex 
but the author covers this topic more than adequately. 
Generous space also is devoted to the hazards of trans- 
fusions and the investigation of reactions. 

Finally, the coagulation mechanism and its disorders are 
presented. This, of course, is a highly confusing area in 
hematology but the author handles it well and yet does not 
simplify it to the point where important considerations are 
omitted. The known facts about the clotting factors and 
their roles in the clotting mechanism are presented. There 
is a description of how to study a patient with a bleeding 
problem in a logical manner consistent with current knowl- 
edge. 

This fine book affords the physician an understanding of 
most of the laboratory procedures in hematology—indica- 
tions for their use, their interpretation and limitations as 
well as the techniques used in their performance. 

* ok * 


PSYCHOPATHIC PERSONALITIES — Harold Palmer, 
M.D. Philosophical Library, New York, 1957. 179 pages, 
$4.75. 


This book is a collection of quasiliterary essays on psycho- 
pathology, including schizophrenia, the depressive states, 
“the obsessions,” hysteria, the epilepsies, and others. As 
such, it is unfortunately titled, since only one of the essays 
deals with sociopathic personality disturbance, which is the 
currently more acceptable diagnostic label applied to the 
old “psychopathic personality.” 

If Dr. Palmer does use newer terms such as “sociopathic” 
at times, he gives little other indication in these essays of 
any acceptance of newer developments in psychiatric con- 
cepts, For example, he readily ascribes much sociopathic be- 
havior to “constitutionally inadequate folk,” a notion widely 
discredited by psychiatry for some years. Indeed, a careful 
perusal of this volume reminds the reviewer of the psychi- 
atric tomes of forty years ago, but without the precise and 
painstaking clinical descriptiveness of these earlier volumes. 
As for treatment, the author declares a scientific basis for 
prescribing convulsive therapy for hysteria, anxiety neurosis, 
and obsessive neurosis. On the other hand, he arbitrarily 
rejects psychoanalytic treatment approaches as scientifically 
unsound. 

This volume can be of interest only to the student of 
psychiatric literature who might be curious as to how a clin- 
ician who presumes to write authoritatively on his specialty 
can so effectively resist the impact of scientific progress in 
phenomenology and therapy in his field. 


H. R. Brickman, M.D. 
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YOU CAN INCREASE YOUR HEART POWER—Peter 
J. Steincroph, M.D. Doubleday & Company, Inc., Garden 
City, N. Y., 1958. 381 pages, $4.95. 


This book by Dr, Peter J. Steincroph is a sound attempt 
by a practicing internist to advise the layman on general 
medical problems. Much of the discussion is in the form of 
questions and answers written in a semi-colloquial manner. 
His suggestions for discussion include imaginary heart 
trouble, coronary heart disease, arteriosclerosis, high blood 
pressure, exercise, obesity, sleep, relaxation, alcohol, and 
faith. The discussion in general is reliable and sound, and 
the book will be of great value to laymen and probably also 
to physicians who would like to have advice on simple 
methods of answering questions from patients. The author 
is conservative and his data is up-to-date. A typical ex- 
ample concerns his section on “Don’t Get Diet Happy,” in 
which he advises obese patients to lose weight, but to go 
about their reduction sensibly, not cutting out all fats, all 
proteins, or all carbohydrates. He very properly emphasizes 
that diets which are deficient in minerals and vitamins make 
patients drawn and dreary. He also very properly empha- 
sizes, regarding diets in combating arteriosclerosis, that 
while the medical profession is hopeful we are on the right 
course, only time will tell. 

The book can be highly recommended. 

co * * 


FLORENCE NIGHTINGALE AND THE DOCTORS— 
Zachary Cope, M.D., M.S., J. B. Lippincott Company, Med- 
ical Department, East Washington Square, Philadelphia 5, 
Pa., 1958. 163 pages, $5.00. 


Although the life of Florence Nightingale has been lib- 
erally documented first by Sir Edward Cook, the “official” 
biographer, and recently by Mrs. Cecil Woodham-Smith, no 
treatise, so far as we know, has been specially devoted to 
her relations with the doctors. Florence Nightingale was an 
unusual woman with a real vocation, almost in the religious 
sense, for her work. She was also clearly on the neurotic 
fringe as witnessed by her withdrawal into invalidism for 
many years although she lived to be ninety and lost none 
of her mental acuity. Her life was continuously occupied by 
associations with doctors, some as friends, some as “bosses” 
or inferiors, some as enemies. Dr. Cope has documented 
these relations in interesting fashion with a running tale 
punctuated by innumerable extracts from Florence Night- 
ingale’s voluminous correspondence. For those at all fa- 
miliar with her life this is a story of intense interest. Dr. 
Cope has done a masterly job. 

Artur L, BLoomriep, M.D. 


* * * 


CLINICAL ENZYMOLOGY—Gustav J. Martin, Sc.D., 
Research Director, The National Drug Company, Philadel- 
phia, 1958. Little, Brown & Company, Medical Book De- 
partment, Boston 6, Mass. 241 pages, $6.00. 


This short book, edited and largely written by Dr. Mar- 
tin, is hopelessly out of date. Published in April, 1958, it 
contains no material more recent than 1955. In a field as 
volatile and rapidly moving as that of enzymology, such a 
hiatus means almost total loss of pertinence, and on oc- 
casion, of accuracy, as new information refutes previously 
held beliefs. 

The book is divided into several sections, beginning with 
a consideration of some of the basic aspects of enzyme 
structure, characteristics of enzyme-substrate combination, 
rate controlling factors, and other general topics of enzyme 
activity. This aspect of the picture is covered reasonably 
well, in reference to trypsin, chymotrypsin, hyaluronidase, 
streptokinase, and a few other enzymes. There is a further 
chapter on substrates and optimal conditions for the action 
of these same enzymes. The heart of the book is a chapter 
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on the clinical administration of various enzymes, particu- 
larly in patients with thrombophlebitis, local inflammations, 
edema, and other clinical situations, Whereas the general 
chapters on basic considerations are couched in the most 
mathematical terms, this clinical chapter is backed by very 
unimpressive clinical data, including one reference to the 
“fact” that patients with thrombophlebitis, treated with 
I.M. trypsin, have an average hospital stay which is 1.5 days 
shorter than “controls” treated with anticoagulants. No 
mention is made of untreated controls, or how the two 
groups were selected. 

It is apparent that the book was written to present this 
chapter on the clinical use of purified enzymes, In order 
to justify the very misleading title, a chapter has been 
included on the diagnostic use of serum enzyme activity 
measurement. Again this chapter is three years out of date. 
No critical material has been included on the more recent 
diagnostic enzyme assays, and no succinct summation of the 
usefulness of older methods given. 

In short, I cannot find any useful purpose to which this 
book might be put. While its first three chapters are well 
written, they are not new. The rest of the book had better 
been left undone. 

Laurens P. Wuite, M.D. 
ok % * 

PATHOLOGY FOR THE PHYSICIAN—Sixth Edition, 
Thoroughly Revised—William Boyd, M.D. Dipl. Psychiat., 
M.R.C.P. (Edin.), Hon. F.R.C.P. (Edin.), F.R.C.P. (Lond.), 
Professor Emeritus of Pathology, The University of To- 
ronto. Lea & Febiger, Washington Square, Philadelphia, 


crs 900 pages, 489 illustrations and 12 plates in color, 
17.50. 


Dr. Boyd’s new book represents a complete revision of 
his well-known “Pathology of Internal Diseases.” He offers 
us a synthesis of cellular pathology, physiology, biochemis- 
try, and bacteriology—with emphasis on the first field, of 
course—and is not above introducing brief remarks on 
symptomatology. His style is lively and his anecdotes and 
side-remarks usually amusing. As other textbooks of pa- 
thology have grown progressively more unwieldly and un- 
readable, Dr. Boyd’s writings have come to shine in com- 
parison. Physicians and medical students will find the book 
interesting and sometimes rewarding to read, although it 
inculcates no general principles and, in the main, avoids 
the problems peculiar to pathology. 

L. J. Ratner, M.D. 
Oo * * 

CHEMISTRY AND BIOLOGY OF MUCOPOLYSAC- 
CHARIDES—Ciba Foundation Symposium—G. E. W. Wol- 
stenholme, O.B.E., M.A., M.B., B.Ch., and Maeve O’Con- 
nor, B.A., Editors. Little, Brown and Company, Boston, 
1958. 328 pages, 48 illustrations, $8.50. 


Simple carbohydrates combine in living things to form 
complex polysaccharides that may then be linked with fats, 
protein, or both, in giant molecules that are among the most 
interesting and least understood chemically or biologically 
of all constituents of the bodies of plants and animals. 

The title of this interesting symposium suggests that the 
material discussed would be the amino acid polysaccharide 
complexes (mucopolysaccharides) but, in fact, it is a sur- 
vey of the information available about most of the biologi- 
cally active polysaccharides, many of which have been little 
studied other than as purified substances. 

There is much of importance in this book for biological 
chemists, microbiologists, and immunologists, and for physi- 
cians with a special interest in these fields and in connec- 
tive tissue. There is nothing of immediate clinical interest 
or importance although developments in this specialized 
field will doubtless profoundly alter the practice of medicine 
in the future. 
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